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ABSTRACT

The purpose of this mixed methods, single case study was to explore long-term
care (LTC) employees’ attitudes towards age and gender. The intersection of Rosemary
Garland-Thomson’s theory of feminist disability (2001) and Hailee Gibbons’ compulsory
youthfulness theory (2016) provided the conceptual framework for this project. The
sample consisted of 60 LTC direct care employees, all employed at the same
organization, who completed an on-line survey during the COVID-19 pandemic. The
survey consisted of demographic questions and the Fraboni Scale of Ageism. Twenty-one
of these employees participated in a 30 minute phone interview. Cultural artifacts were
also collected.
Although quantitative results showed no statistical significance, qualitative results
suggest that employees do exhibit some ageist attitudes towards the residents for whom
they care. Despite evidence that most employees felt a deep connection with residents,
they detached themselves from the aging process. The theoretical framework lends hand
in explaining how both ableism and ageism appeared to contribute to this detachment.
Findings indicated employees’ interactions and attitudes towards residents were
influenced by compassionate ageism, ableism, and internal identity, which resulted in
caregiver validation and reward. Employees received validation and altruistic reward
from positive interactions with what they perceived to be “ideal” residents; those who fit
the stereotype of a nursing home resident, such as older, pleasant, and dependent. The
perceived “ideal” residents varied by gender. Generally, female residents were expected
to be more independent and at times viewed negatively when requesting assistance.
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CHAPTER ONE
INTRODUCTION

When Robert Butler first introduced the concept of ageism in 1969, it was with
the intention to highlight the forms of marginalization that aging and long-living adults
are exposed to on a daily basis (Butler, 1975; Krekula et al., 2018). Butler’s definition of
ageism, “the process of systematic stereotyping or discrimination against people because
they are old” (p. 48) draws comparison to what racism and sexism create in relation to
skin color and gender. Ageism allows younger generations to see older people as
different from themselves, eventually leading to the inability to identify with older adults
as human beings (Butler). Although ageist attitudes and behaviors are not uncommon
(Phibbs & Hooker, 2018; Chapman, et al., 2012), they are unique from other forms of
prejudice such as racism, ableism, or sexism. While not everyone identifies with the same
race, ability, or gender, all are intended to one day enter older adulthood (Aronson, 2019;
Martens et al., 2005; Nelson, 2005).
Intersectionality
Similar to ageism and ableism, the combatting of sexism is rooted in social
movements exposing discrimination faced by different social groups (Krekula et al.,
2018). Often there can be an intersection between these groups as individuals identify in
more than one social group (Krekula et al.). Acknowledging that individuals or groups
who identify with various social categories, which have historically been oppressed, can
experience an intersection of multiple inequalities, is known as intersectionality (Walby
et al., 2012). Intersectional theory, founded by Kimberle Crenshaw in 1989, originated
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from the unique type of discrimination black women faced in the workplace. Crenshaw
argued that the experience of being black and also female is greater than the sum of its
parts; that is, intersecting identities create an experience that is different from each
separate minority experience (1989).
Intersectionality can be applied to address the overlapping systems of
disadvantage individuals face due to their gender, class, race, religion, sexual orientation,
or other identity markers (Walby et al.). Considering this research, intersectionality refers
to intersecting identities of LTC residents and staff, specifically that of age and gender.
The combination of age and gender creates an intersection that has not yet been addressed
in long-term care (LTC) research.
Feminism
Besides seeking to increase the self-esteem of women and create equality between
men and women (Garner, 2008), one of the main goals of feminist research is to support
social justice and social transformation of all genders (Hesse-Biber, 2014). Feminist
history can be divided into four periods in history, most commonly known as “waves.”
The first wave, occurring in the late 19th to the beginning of the 20th century, focused on
women’s right to vote and the opposition of ownership of married women by their
husbands (Grady, 2018). The second wave hit its peak in the 1970’s, and mobilized
support for women’s liberation, such as equal job opportunity and reproductive rights
(Grady). During that time, scholars criticized the idea that women could only find
fulfillment through childrearing and homemaking (Friedan, 1997). Third wave feminism
began in the 1990’s as a way to challenge the assumption that the feminist movement was
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only concerned with experiences of upper, middle class, white women (Grady). Thirdwave acknowledged the intersections of identity, which can include nationality, ethnicity,
religion, and gender (Grady). Scholars have suggested that we are currently in a modern,
fourth wave of feminism (Grady). Born from the #MeToo movement, the Women’s
March, and an online activist platform, the fourth wave is queer, sex/trans positive, body
positive (Grady). The fourth wave finds its strength through social media and other
digital platforms, which are currently a popular form of communication and social
interaction (Grady).
Today, feminist researchers continue to be concerned with the intersection of
gender with other identities such as race, social class, or sexual orientation (Brown, 1998;
Butler, 1999; Garland-Thomson, 2001; Hesse-Biber, 2014; Walby et al., 2012).
Considering the increase in the aging population is primarily female (Kellehear et al.,
2019), feminist theories can also be appropriate for investigating the intersection of age
and various identities, such as gender (Browne, 1998; Pohl & Boyd, 1993; Twigg, 2004).
Gerontology
Unlike geriatrics that focuses solely on the medical aspects of the aging body,
gerontology embraces a multidisciplinary focus on the physical aspects of aging, as well
as mental, social, and societal implications of the aging process (Sasser & Moody, 2018).
Often, gender only appears as a list of traits when conceptualized in gerontology research
(Calasanti, 2010). When combined with feminism, gerontology has the potential to move
us closer to more equitable research that focuses on stigmas associated with masculinities
and femininities, thus benefiting all genders (Calasanti).
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Gerontologists began using feminist frameworks to analyze old age during the
1990’s (Hooyman et al., 2002), during the third wave of feminism (Hesse-Biber, 2014).
The third wave movement not only challenged definitions of gender, but also
acknowledged the intersection of identities, such as race or ability, which can impact
one’s opportunity for equality (Hesse-Biber). While age is not often mentioned in
feminist theory, it is the center of discussion in feminist gerontology (Hooyman et al.).
As feminist gerontologist Toni Calasanti (2004) stated, “Feminist gerontology
does more than just include women in research. It challenges mainstream scholarship and
gender relations. A feminist perspective sensitizes us to other power relations such as age
relations” (p. S305). Feminist theories are important in that not only do they address
gender, but they can also be used to understand and critique society’s views on age and
gender stereotypes and how these values impact all gender identities (Browne, 1998;
Calasanti; Garland-Thomson, 2001; 2005; 2011).
While there has been much research on the health care industry and aging, few
studies examine aging attitudes of employees in LTC (Buttigeig et al., 2018). Even fewer
acknowledge the female experience of aging (Anderson, 2019; Kellehear et al., 2019)
despite the fact that long-living women are most prevalent (Hooyman, 2015; Kellehear et
al.). Yet, a larger female older adult population is not the only reason for taking a
feminist approach to gerontological research. After all, if at one point long-living women
were to make up less than half the long-living population, this theoretical perspective
would no longer be considered worthwhile (Calasanti, 2004). Theorizing about gender,
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beyond a variable in analysis, can provide a framework for understanding gender identity
differences and how they matter (Calasanti, 2010).
Long-Term Care
In the first quarter of 2018, health care became the largest employer in the United
States, surpassing manufacturing and retail for the first time in history (Thompson, 2018).
This trend is driven mostly by the increasing number of persons over the age of 60
utilizing a majority of the nation’s health care services (Wyman, et al., 2018). In the
United States, adults aged 65 or older account for 15% of the population, yet are
responsible for over 35% of total health care costs (Wyman et al.). The oldest members
of the “Baby Boomer” generation reached 73 years of age in 2019, requiring a significant
demand on the long-term care industry (Mohl, 2019). In addition, more than half of the
65 and older population is female, with women ages 85 and older outnumbering men two
to one (Pew Research Center, 2016). As these numbers increase, LTC services will need
to reflect the uniqueness of this growing population.
Years of research suggests that ageism exists in a wide spectrum of health care
services (Chapman et al., 2013; São Jose & Amado, 2017), yet there continues to be gaps
in the literature concerning care needs for this age group (Buttigeig et al., 2018).
Considering that the older adult population is growing and more long-living adults are
utilizing LTC services, this should be of concern. LTC employees spend the most amount
of time with residents in personal, potentially vulnerable, situations.
The topic of gendered ageism in LTC has implications for recreational therapy
(RT), which increasingly serves older adults in LTC settings. RT, provided by a certified
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recreational therapists (RTs), utilizes recreation and interventions to restore and
rehabilitate functioning, independence, and leisure pursuits (ATRA, 2020) and is well
suited for the field of LTC (Buettner, 2001). RT goals in LTC are measurable and focus
on person-centered outcomes, with RTs often assessing, care planning for, and adapting
activities to specific client needs (Loy et al., 2019). Research suggests that RT can be an
effective non-pharmacological intervention for residents in LTC (Buettner, 2001;
Buettner & Fitzsimmons, 2011; Fitzsimmons et al., 2014).
According to the 2014 National Council for Therapeutic Recreation Certification
(NCTRC) job analysis report, 30.4% of all RTs work with the geriatric population and
25.8% of all certified recreation professionals work in LTC settings (NCTRC, 2014).
NCTRC’s report concludes that LTC is the highest primary level of care offered by RTs.
(NCTRC). A better understanding of the prevalence of ageist attitudes among health care
workers in LTC, and the influence these attitudes have on long-living residents, can
inform the practice of RT. Research in LTC, through a feminist lens, can be of value to
future social gerontology research in health care and RT practice.
Theoretical Framework
Feminist Disability Theory
Rosemarie Garland-Thomson first introduced the field of feminist disability
studies in 1997 (Hall, 2011). Feminist disability studies confronts the ways in which we
understand human diversity, the body, and social formations that interpret bodily
differences (Garland-Thomson, 2002). Feminist disability theory (FDT) offers a cultural
critique of how socially constructed systems of gender, race, ethnicity, ability, class, and
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sexuality construct and contradict one another (Garland-Thomson, 2001; 2002). The aim
of FDT research is to challenge stereotypes and give voice to various intersectional
experiences through representation, focus on the body, and the politics of medicalization
and appearance of the female and disabled body (Garland-Thomson, 2001; 2005).
Although the focus of FDT has been primarily on the experience of being
disabled and female, there is also a relationship with the aging process. Power relations,
medicalization of the older body, and appearance expectations are part of the aging
experience, especially for women (Twigg, 2004). As Garland-Thomson (2005) states:
Seldom do we see disability presented as an integral part of one’s embodiment,
character, life, and way of relating to the world. Instead, we learn to understand
disability as something that is wrong with someone, as an exceptional and
escapable calamity rather than as what is perhaps the most universal of human
experiences. After all, if we live long enough, we will all become disabled. (p.
1568)
At its core, FDT interprets disability as a cultural issue rather than a medical or individual
issue and examines the power relation within that construct (Garland-Thomson, 2001).
Disability is not a flaw, but representational of many individuals, a topic suitable for a
wide range of inquiries and research (Garland-Thomson). As FDT seeks to alter
traditional feminism to include and empower women with disabilities (GarlandThomson), age can also be used to empower individuals, especially women (Morell,
2004), and the feminist movement (Pohl & Boyd, 1993).
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Disability is substantial among long-living individuals and often increases with
age (Park-Lee et al., 2012). Similar to disability, old age is rarely viewed as a positive
way to relate to the world. Yet, in light of the fact that all individuals age, the aging
experience should be considered the most universal of human experiences (Ayalon &
Tesch-Römer, 2018; Lagacé et al., 2012).
Compulsory Youthfulness
Cultural stereotypes often paint old age as a time of loss, dependence, frailty, and
disability (Gibbons, 2016). Most individuals expect to become functionally limited in
older adulthood, thus impairment and old age are typically linked, as are able-bodiedness
and youthfulness (Gibbons). In an attempt to counter these stereotypes, activists, social
scientists, and policy makers have engaged in efforts to reframe old age as a time of
leisure, functionality and health. The term successful aging has often been used to
associate the aging process with health, functionality, and the absence of disease and
disability (Rowe & Kahn, 1998). While the successful aging movement engages in efforts
to eradicate negative stereotypes about old age, the unintended consequence has been a
promotion to remain youthful and able-bodied throughout the life course. Many
individuals attempt to counter old age stereotypes through successful aging techniques,
assuming they can remain disability or aging free by choosing to participate in “youthful”
practices. As a result, older adults who are unable or unwilling to remain young looking
and able-bodied/able-minded are seen as abnormal and responsible for their own
perceived vulnerability (Gibbons).
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Compulsory Youthfulness (CY) addresses the oppression supported by the
successful aging paradigm by highlighting the ways in which ableism and ageism
intersect with successful aging (Gibbons, 2016). “Framed through an intersectional
perspective, compulsory youthfulness is produced through ableism and ageism, which are
systems of beliefs, values, and practices that create and reinforce youthfulness and ablebodied/able-mindedness as ideals, thereby casting old age and disability as devalued
states of being” (Gibbons, p. 2). CY bring awareness to successful aging discourses that
falsely present both being old and disabled as choice, rather than the result of biological
changes and cultural, political, economic, and social structures (Gibbons).
Pairing CY with FDT allows for an intersectional critique of ageism, sexism, and
ableism and how each contributes to the oppression of long-living adults and disabled
long-living adults. Although ageism should be not redefined to ableism, it is important to
consider the connection between aging and disability as “disability and aging are
processes that interweave throughout the life course” (Verbrugge & Yang, 2002, p. 253).
Together, FDT and CY can address this connection, specific to the gerontological and
feminist discourse surrounding long-living adults, resulting in the inclusion of disability
and age in feminist work.
FDT and CY in Long-term Care
Ageist attitudes and behaviors, which are culturally learned and passed down
through each generation, generally perceive long-living individuals as ‘The Other’ in
relation to youth and mid-life (Carney & Gray, 2015; Sandberg, 2013), similar to the way
individuals with disabilities, and women, are perceived by society (Browne, 1998;
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Calasanti, 2004; Garland-Thomson, 2002; Gibbons, 2016; Wendell, 1989). FDT and CY
seek to create a social justice shift by reimagining disability (Garland-Thomson, 2005)
and how society perceives the aging process (Gibbons).
A similar shift in perspective can also be applied to practitioner and researcher
efforts to combat ageist stereotypes among long-living women and men in health care
(Pohl & Boyd, 1993). FDT and CY can aid in the assessment and explanation of
employees’ attitudes toward aging and gender among residents in LTC. Potential sexist
and ageist attitudes and behaviors in LTC could be the result of culturally constructed
roles and definitions of acceptable aging for women and men. For example, long-living
adults who find themselves in institutional care could be assumed to be at fault for their
increased need of assistance (Chrisler et al., 2016; Gibbons, 2016). Negative aging
attitudes not only make it easier for the perceiver to disregard the welfare and humanity
of long-living adults (Nelson, 2005), but also impact long-living adults’ physical and
mental health and well-being (Bellingtier & Neupert, 2016; Chrisler et al.).
Conclusion
Ageism, sexism, and ableism are pervasive forces that underlie and shape the
lives of long-living people and the views they hold of themselves (Duffy, 2017; Hatch,
2005). Research suggests that women, long-living individuals, and people with
disabilities do not fit societal expectations (Browne, 1998; Garland-Thomson, 2011),
potentially leading to prejudice and discrimination (Calasanti, 2004; Gibbons, 2016).
FDT and CY can help explore intersections of disability, gender, and body diversity in
relation to the aging process.
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FDT, which addresses the social inequities of being both female and disabled in a
patriarchal society that values youth and ability (Wendell, 1989), is ideal for addressing
sensitive intersections of identity. CY dismantles the myth of successful aging, which can
disproportionately affect women. When paired with gerontological research, FDT and
CY can be used as a tool to re-conceptualize issues around gender, age, and disability and
improve the lives of older and long-living adults.
To date, research has not assessed LTC employees’ attitudes about gender and
aging and how these attitudes are enacted in social and professional interactions with
residents. A feminist disability analysis of LTC employee attitudes towards aging can
potentially improve public and private policies in health care and LTC and respond to the
needs of all individuals (Kellehear et al., 2019; Calasanti, 2004). By first understanding
LTC employees’ attitudes about gender and age, and how these attitudes are enacted
toward residents, we can begin to improve the quality of life of residents. Considering
that a majority of long-living adults reside in nursing home facilities, and a majority of
RTs work in LTC, there is a need for research designed to understand the attitudes and
behaviors of employees interacting with residents on a daily basis.
Purpose Statement
The purpose of this mixed methods case study was to assess attitudes toward
aging among long-term care (LTC) employees, determine if ageist attitudes exist, and
explore if resident gender impacts these attitudes. This embedded single-case study (Yin,
2018) utilized a theoretical framework of feminist disability theory (FDT) to understand
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staff’s attitudes toward residents’ gender and aging and interactions that stem from these
attitudes.
Research Questions
Overarching question: How do employee attitudes toward gender and aging influence
their interactions (professionally and socially) with residents in a long-term care facility?
R1: To what extent do ageist attitudes exist in a sample of employees in a long-term care
facility? (QUAL, quan)
R2: How have employee perceptions of aging been influenced by working in a long-term
care facility during the coronavirus 2019 (COVID-19) pandemic? (QUAL)
Hypotheses
Ho1: Ageist attitudes will be higher among participants with a high school education than
participants with a college degree as measured by FSA scores.
Ha1: Ageist attitudes as measured by FSA scores will not vary by educational level.
Ho2: Ageist attitudes, as measured by FSA scores, will be lower among staff with higher
years of experience.
Ha2: Ageist attitudes as measured by FSA scores will not vary by years of experience in
long-term care.
Ho3: There will be no statistically significant differences between FSA scores of male
and female employees.
Ha3: There will be a significant statistical difference between FSA scores of male and
female employees.
Definition of Terms
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Ableism – Prejudice and/or discrimination in favor of able-bodied people.
Administration – Individuals employed in roles specific to the management of the
organization. Positions would include, but not be limited to, Nursing Home
Administrators (NHA), Administrative Assistants (AA), and Human Resources (HR)
Allied Health Professionals– Recreational Therapists (RT), Physical Therapists (PT),
Occupational Therapists (OT), Speech Language Pathologists (SLP), Activity
Professionals (AP), Occupational Therapy Assistants (OTA), Physical Therapy Assistants
(PTA)
Ageism – Prejudice or discrimination on the grounds of a person’s age.
Bias – Prejudice in favor of or against a person or group compared with another, usually
considered to be unfair.
Care Interaction(s) – A shared experience between residents and employees that involves
the support of activities of daily living.
Cultural Humility – A lifelong commitment to self-evaluation and critique to address
power imbalances and develop mutually beneficial and non-paternalistic partnerships
with communities on behalf of marginalized individuals and groups (Tervalon & MurrayGarcia, 1998).
Discrimination – The unjust treatment of people based on different categories such as
race, age, or gender.
Employee(s) – Person or group of direct care workers employed in the long-term care/
nursing home setting. This term is also used to reference participants of the study.
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Gender – Where someone identifies along the male-female continuum, with reference to
social and cultural differences assigned to those identities.
Implicit Bias – Unconscious prejudice in favor of or against a person or group compared
with another.
Intersectionality – The interconnected nature of social categorizations such as race,
gender, age, etc. as they apply to a group or individual.
Long-living - Refers to adults aged 70 and older. Use of the term long-living is an
attempt to promote a positive, respectful aging ideology for our oldest members of
society (Morell, 2004).
Long-term Care – Services provided in a residential nursing home setting.
Nursing Professionals- Registered Nurses (RN), Licenses Practicing Nurses (LPN),
Certified Nursing Assistants (CNA).
Prejudice – A preconceived opinion that is not based on reason and is applied to
individuals based on the group they are assigned.
Sexism – Prejudice, stereotyping, or discrimination typically against women on the basis
of sex.
Stereotype – A fixed or over generalized belief about a person or a particular group of
people.
Stigma – A mark of perceived disgrace that sets a person apart from others
Support Staff – Employees who provide services to residents, but not direct care, such as
Housekeeping, Maintenance, Food Service
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CHAPTER TWO
REVIEW OF LITERATURE

Human Aging
Most of our pre-human ancestors did not experience a long lifespan (Arking,
2006). It was not until our Homo sapiens ancestors made an appearance 300,000 years
ago that modern longevity appeared (Arking). Longevity gave us time to build skills and
develop and teach culture, essentially allowing us to become fully human (Arking).
Although a 65 year old individual is common in today’s society (Arking), and even
considered part of a growing older adult population (U.S. Department of Health and
Human Services, 2013), reaching such an age would have probably been rare in earlier
societies. Life expectancy at birth in most past societies ranged from 25 to less than 50,
which can be attributed to high disease rates and environmental conditions (Arking). One
can argue that today’s longevity depends on the social environment (Arking) and
accessibility to health care services (Hooyman, 2015).
Medical advances in the 20th century have led to a higher life expectancy and
lower mortality rates. The Baby Boomer generation, Americans between the ages of 55
and 75, is currently the second largest age group after their children, the Millennials
(America Counts, 2019). By the year 2034, older adults are projected to surpass all other
age populations for the first time in United States history (America Counts, 2019).
Aging Process
The aging process is a universal experience (Arking, 2006). Philosophers, poets,
and scientists all recognize a simple fact: at some point we all must die (Arking).
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Although true, aging is also an individualized process (Arking). There are several ways a
person can approach their own aging journey. On a subjective level, some individuals
welcome and celebrate their mature years while others refuse to accept the biological
effects of aging (Arking). The difference between these two perceptions is dependent on
one’s view of life, cultural assumptions, and ultimately, the aging process. While a
positive view of later life can lead to the former, negative stereotypes encourage the
latter, ultimately leading to a rise in ageist attitudes (Ayalon & Tesch-Römer, 2018;
Berlinger & Solomon, 2018; Gibbons, 2016).
Yet, what about the objective view of aging? Could the science of aging be
influenced by age stereotypes? Cohen et al. (2020) suggests that the process of studying
the biology of aging itself could be considered ageist. All changes that are correlated with
chronological age are the blending of various processes (Cohen et al.). These processes
can be influenced by cultural assumptions, focusing on the deficits, declines, and
negative aspects of aging (Cohen et al.). Becoming conscience of stereotypes in modern
society can direct science towards research that can benefit our evolving society (Cohen
et al.).
Aging in the United States
Although older adults in the United States today are more likely to experience
marginalization and stigmatization more than younger individuals (Berlinger & Solomon,
2018; Butler, 1975; Nelson, 2005; Reynolds, 2018), in prehistoric societies, older people
were often held in high regard due to their age, experience, and history of traditions
(Ebersole, 1985; Nelson). Attitudes toward older people began to shift dramatically with
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the invention of the printing press and later, the industrial revolution (Nelson). No longer
were elders needed to recall and share details of tradition and history as books provided a
way for these details to be repeated numerous times (Nelson).
During the industrial revolution, families were required to be more mobile due to
job opportunities (Nelson, 2005). In addition, jobs were oriented toward younger and
stronger workers, which did not support the current extended family structure (Nelson).
Following World War II, the baby boom of the late 1940’s became a mobile, suburban,
child-oriented society (Ebersole, 1985), creating a shift in societal development. Certain
expectations for behaviors for people of various ages formed, breeding fertile ground for
the origin of ageism (Butler, 1975; Nelson).
Today, we see the effects of the media driven “age war” that fuels animosity
between generations especially around matters of employment and pensions (Calasanti et
al., 2006; Chrisler et al., 2016). Politicians warn young adults against “the gray tsunami”
that could deplete Social Security and Medicare funding in the United States (Chrisler et
al.). Cosmetic procedures and surgeries are available to erase evidence of age so people
can appear younger (Anderson, 2019; Chrisler et al.). A social segregation between the
ages also influences access to appropriate health care services (Butler, 1975; Nelson,
2005).
Gendered Ageism
Today in the United States, women account for 56.7% of all individuals aged 65
years and older, 60.5% of individuals aged 75 years and older, and 65% of individuals
aged 85 years and older (U.S. Department of Health and Human Services, 2013).
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Globally, women account for 61% of those aged 80 and older (Tuohy & Cooney, 2019).
Although women constitute a majority of the older population, they are often subject to a
double standard of aging (Tortajada et al., 2018). A double standard of aging, also
referred to as gendered ageism, is described in which signs of aging, such as gray hair
and facial lines, are seen as making men look distinguished, while making women look
unattractive (Anderson, 2019; Chrisler et al., 2016; Tortajada et al.). Additionally, there
are usually more jokes about older women and greater pressure for women, rather than
men, to hide signs of aging (Chrisler et al.).
Ageism, combined with institutionalized sexism and unattainable beauty
expectations, contributes to inequality, poverty, and the marginalization of women
(Anderson, 2019; Carney & Gray, 2015; Hatch, 2005). Researchers have found that
female self-identities are greatly influenced by aging stereotypes, leading women to often
internalize the double-standard of aging and physical attractiveness (Anderson; Hatch;
Clark, 2018).
Carney and Gray (2015) endorse a phenomenon coined “Elderly Mystique”.
Derived from Friedan’s familiar Feminine Mystique (1997) which some argue bore the
women’s liberation movement in the United States, Elderly Mystique refers to the
discrepancy between the reality of the lives of older women and the image to which they
are trying to conform. Since the social worth of women is linked more closely with
physical appearance, looking “old” is viewed more harshly for women across diverse
cultures than it is for men (Anderson, 2019; Hatch, 2005; Morell, 2004). Women are
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more likely to lose their social value simply by growing old while men are more likely to
be rewarded (Garner, 1999).
It is important to acknowledge that ageism and sexism are pervasive forces that
underlie and shape the lives of older people and the views they hold of themselves
(Hatch, 2005; Lagacé et al., 2012; Nussbaum et al., 2005). Disability is substantial among
individuals 85 and older, and studies have shown that disability increases with age (ParkLee et al., 2012). Understanding more fully the intersection of age, gender, and body
diversity, in relation to the aging process, could inform future research in the field of
health care. Feminist Disability Theory can guide explanation of these intersections.
Feminist Disability Theory and Ageism
The field of feminist disability studies confronts the ways in which we
understand human diversity, the body, and social formations that interpret bodily
differences (Garland-Thomson, 2002). FDT offers a cultural critique of how socially
constructed systems of gender, race, ethnicity, ability, class, and sexuality construct and
contradict one another (Garland-Thomson).
Ageist attitudes and behaviors, which are culturally learned and passed down
through each generation, generally perceive aged individuals as ‘The Other’ in relation to
youth and mid-life (Sandberg, 2013), similar to the way individuals with disability are
perceived by society (Garland-Thomson, 2002; Wendell, 1989). Older and elderly adults
are often viewed as frail, infirm, and incapacitated, especially those individuals who
require nursing home care (Sandberg).
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Ageism, like disability, is largely socially constructed (Butler, 1975; Wendell,
1989) as are female body ideals that embrace youth (Anderson, 2019; Clarke, 2018).
Ageism is the driver for unfair practices in allocation of opportunities and resources,
which extend to health care and long-term care, in a youth-oriented culture (Carney &
Gray, 2015). Research has also found that having an aged appearance has social and
financial consequences (Clarke). Due to age discrimination, older individuals, especially
women, are more likely to, and at times expected to, attempt to slow the aging process
(Anderson; Tuohy, 2019) as the ability to remain young in appearance is often associated
with one’s ability to age successfully (Calastani, 2016).
Successful Aging
The concept of ‘aging successfully’ has been the subject of vigorous debate in
gerontology. Although there are many models which attempt to define how to ‘live a
good life,’ one has received more attention than others: Rowe and Kahn’s Model of
Successful Aging (2015). The Model of Successful Aging embraces three principle
components: freedom from disease and disability, high cognitive and physical
functioning, and active engagement with life (Rowe & Kahn). On the surface, Rowe and
Kahn’s model is close to what many people have in mind when they think about
“successful aging”. Unfortunately, many older adults will not be able to meet all three
criteria (Calasanti et al., 2020; Gibbons, 2016). A majority of older adults are not
impairment free as they age (Park-Lee et al., 2012; Stark, 2018). In addition, many older
women are not able to meet the specific female societal expectations of aging placed
upon them (Anderson, 2019; Sandberg, 2013).
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A more progressive model of successful aging is the Comprehensive Preventive
Corrective Proactive (PCP) Model (Kahana et al., 2014). Anchored in the stress process
theory, the PCP Model addresses stressors associated with aging, and the need for
competent coping and adaptation to these stressors to achieve positive aging outcomes
(Kahana et al.). Outcomes focus on not freedom from disease and illness, but life
satisfaction, meaning in life, self-evaluation of success, and positive affective state
(Kahana et al.). The PCP Model also acknowledges that demographics, such as gender,
education, personal experiences, and environmental factors can also influence one’s
ability to ‘age successfully’ (Kahana et al.). Although the PCP Model’s outcomes are
more individualized than the Model of Successful Aging, self-evaluation of success can
easily be influenced by societal values pertaining to successful aging.
Conversations about successful aging may appear to affirm and embrace
differences in aging, but the opposite can result. Most opinions and research on the topic
of successful aging encourage older adults to fight the signs of aging by remaining active,
autonomous, and in control (Calasanti et al., 2020; Rowe & Kahn, 2015; Sandberg,
2013). Successful aging, specifically the model proposed by Rowe and Kahn, in essence
advises older people to overcome the differences of the aging body by any means
possible (Calasanti et al.; Sandberg), which leads to a false perception of bodily control
over biological aging (Arking, 2006; Carney & Gray, 2015). It is impossible to age
according to the socially constructed definition of success as a reflection of youth
(Morell, 2004).
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The notion that one should age, without the outward appearance of aging, also
influences women’s perceptions of themselves and the aging process. For instance, one
study found that women dreaded aging due to the fear of being outcast and socially
avoided (Chonody & Teater, 2016). Similarly, Hofmeier et al. discovered that women
over the age of 50 not only voiced a sense of injustice in their aging experience
concerning the pressures from society about appearance, but also felt blindsided by some
of the physical changes they had little control over, such as menopause and reduced
metabolism (2017). Women are often aged by culture’s attitudes and concepts of aging
rather than the reality of aging itself (Clarke, 2001; Hofmeier et al.).
A Historical Review of Long-term Care in the United States
The need to care for dependent, older adults has consistently been a responsibility
of the United States (Kaffenberger, 2000). From Almshouses to Social Security to
Medicare and Medicaid, the United States government has been involved in the care of
long-living adults since colonial times (Kaffenberger). Today, social insurance funds a
majority of long-term services (Mohl, 2019; Stark, 2018). Currently, Medicaid is the
most common primary payment source for long-living residents in LTC (Chrisler et al.,
2016; Park-Lee et al., 2012). In understanding the history of social insurance for longliving individuals, we can begin to unpack the origins of ageism in the United States.
During World War II, the idea of providing support for the needy was feared to be
expensive, foreign, and socialistic (Kaffenberger, 2000). Yet, fierce pension promoters
advocated for federal relief programs (Kaffenberger). Their work is credited with helping
President Roosevelt sign the Social Security Act into law (Kaffenberger), the first step
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towards the federal government becoming involved in nursing homes (Institute of
Medicine, 1986). The Social Security Act would spur the nursing home movement. Not
only would the new regulation put much needed money into the hands of older people,
but also encourage these people into nursing homes (Kaffenberger).
Expansion of the Nursing Home Industry
After World War II, the passage of amendments to the Social Security Act in the
1950s led the nursing home industry to expand rapidly, especially in the for-profit sector
(Kingsley, 2018). In the wake of government policies, and with no regulatory model in
place for nursing homes, for-profits, run by experienced business owners, were able to
respond to financial incentives more aggressively than non-profits (Institute of Medicine,
1986; Morford, 1988). Non-profit boarding homes previously run by nurses were bought
out by business owners. In 1957, there were 15,530 for-profit homes, a major growth
from only 360 homes in 1925 (Kaffenberger, 2000). For-profit homes were then able to
successfully band together to influence policies (Kaffenberger), expanding nursing home
business and opening the door to what would become a powerhouse of an industry
(Kingsley). Nursing homes were advanced toward the only model that existed and the
one that we are most familiar with today; the medical model of care (Morford, 1988; Loy
et al., 2021).
Medicare and Medicaid
As the nursing home industry grew, various studies in the 1950’s showed that
over 50% of nursing home residents received public assistance (Institute of Medicine,
1986). Considering the increase of federal financial involvement, there were concerns
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about the adequacy of state licensing standards (Institute of Medicine). The Social
Security Act did not specify minimum state procedures, and there was no way to assure
that states enforced certain standards (Institute of Medicine). Federal attention began to
focus on quality issues as the states themselves began to report problems of low standards
of service and untrained personnel (Institute of Medicine).
The passing of the Medicare and Medicaid programs in 1965 expanded federal
funding of nursing homes and gave the U.S. Department of Health authority to set
standards for facility recipients of funds (Institute of Medicine, 1986). Amendments were
made in 1974 after problems in nursing homes became front page news in 1970 (Institute
of Medicine). Allegations of abuse and neglect resulting in patient death spurred stricter
regulations (Institute of Medicine). These new federal regulations focused on physical
safety and adequate treatment and services (Morford, 1988). These amendments were the
first step towards the sweeping legislation known as Omnibus Budget Reconciliation Act
of 1987 (OBRA). OBRA would become a sentinel event in Nursing Home Industry
(Morford).
Omnibus Budget Reconciliation Act of 1987
The nursing home reform section of OBRA, endorsed by the Department of
Health and Human Services (HHS) caused significant changes in the regulation of LTC
(Martin & Smith, 1993). OBRA legislation changed the preferred model of care from a
medical emphasis to a quality of life emphasis for residents (Buettner, 2001; Legg et al.,
2010).
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Much of the focus of OBRA was to restore dignity to residents of nursing homes
(Buettner, 2001). Activities were included as a component of quality of life (Legg et al.,
2010). Facilities were now required to provide "ongoing programs of activities designed
to meet, in accordance with the comprehensive assessment, the interests, and the
physical, mental, and psychosocial well-being of each resident" (Department of Health
and Human Services, 1989, pp. 5363-5364). OBRA was the first piece of legislation that
discussed a nursing home resident’s psychosocial well-being.
Culture Change
Culture change is a national movement that was the first to champion personcentered care in LTC. Culture change focuses on nursing homes moving away from the
medical model of care and embracing non-pharmacological interventions, resident
autonomy, and opportunities for purposeful leisure experiences (Fazio et al., 2018).
Although there have been several previous models dedicated to improving the quality of
life of LTC residents, such as the Eden Alternative and the Green House Model, person
centered care, as supported through the culture change movement, has been recognized
by CMS as a regulatory requirement to increase the quality of life of residents (American
Health Care Association, 2016). Studies have shown that nursing homes that adopted
culture change efforts were associated with better care and fewer deficiencies related to
care and operation management (Grabowski at al., 2014).
The culture change approach to care emphasizes the importance of all employees’
contributions to the culture of nursing home community while following a set of
principles designed to increase quality of life in the nursing home (Koren, 2010).
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Resident direction, a homelike atmosphere, close relationships, staff empowerment,
collaborative decision making, and quality improvement processes are addressed as the
facility makes a journey towards change (Koren). Nursing homes generally progress
through different stages and can move further, or more quickly, in one area than another
(Koren). Continuous quality improvement ensures improved resident care practices, such
as elimination of physical restraints, and improvement of the physical environment
(Koren). One study found that facilities that adopted culture change principles exhibited a
14.6% decrease in health-related CMS survey deficiency citations (Grabowski, et al.,
2014).
Relationships between residents, staff, and administration are necessary to ensure
that resident autonomy flourishes (Fazio et al., 2018; Koren, 2010), which can greatly
impact resident health (White-Chu et al., 2009). In a study conducted by White-Chu et
al., residents who were given more choice and opportunity engaged in more active
interpersonal activities and rated a higher quality of life. Stakeholders are no longer only
management or administration, but residents, family members, and employees (Koren;
White-Chu et al.). A culture shift in quality of care can greatly improve residents’
experiences and embrace independence and autonomy (Loy et al., 2021).
Ageism in Health Care
Given that negative stereotypes of aging are often prevalent, it is not surprising
that health care professionals can also exhibit ageist attitudes (Byrne & Tanesini, 2015;
Chrisler et al., 2016; Eymard, 2012). Studies of physicians and medical students show
that they may express negative aspects of stereotypes of elders (Chrisler et al.). Those
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reasons might be due to distancing oneself, or the focus on training physicians to “cure”,
which is impossible in cases of aging adults with chronic illnesses (Chrisler et al.).
Ageism could also be related to social insurance and funding. Medicare reimbursement is
less than physicians receive for private insurance and, as stated earlier, a majority of
long-living individuals in nursing homes utilize government insurance (Chrisler et al.;
Park-Lee et al., 2012).
Negative attitudes toward older adults persist in the health care community across
professional disciplines and care settings (Wyman et al., 2018). A systematic review
found that not only were ageist attitudes common among health care professionals, but
these negative perceptions of age influenced how older adults felt about themselves (São
José, & Amado, 2017). Negative attitudes are potential barriers to health equity and
health outcomes (Heyman et al., 2020; Wurm et al., 2017) and ageism may certainly be a
contributing factor that leads to neglect or exploitation of older adults (Band-Winterstein,
2015; Nelson, 2005).
Negative stereotypes of aging can also be found in studies of LTC staff (Buttigieg
et al., 2018; Lagacé et al., 2012; Zimmerman et al., 2016). One study found that assistant
personnel held significantly higher negative attitudes towards older adults when
compared to nurses (Gallagher et al., 2006) while Dobbs et al. found that family members
and staff members in residential care and assisted living held negative attitudes about
aging (2008). The most common indicator of ageism was the use of infantile language,
otherwise known as elderspeak (Dobbs et al.). Zimmerman et al. found that structures and
processes of care unique to LTC can promote stigma of aging. Only one study found LTC
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healthcare assistants to hold positive attitudes toward aging (Coffey & Whitehead, 2008)
which took place in Ireland over ten years ago.
Implicit Bias
Attitudes toward age, gender, and other particular identifying factors are
perpetuated by a variety of psychological, cultural, and environmental forces (Ayalon &
Tesch-Römer, 2018; Browne, 1998; Martens et al., 2005). Considering that personal
perceptions are influenced at a young age by culture and tradition, it is not surprising that
most times we are unaware of intimate biases (Ayalon & Tesch-Römer). Personal
unconscious stereotypes, attitudes, or negative evaluations toward a certain social group
is most commonly known as implicit bias (Byrne & Tanesini, 2015). One can
unconsciously associate members of a certain social group with a set of characteristics
that may or not be true among a majority of the group (Byrne & Tanesini), such as
associating older adults with grumpiness and young adults with laziness.
While significant research suggests that nurses, physicians, and health care
students carry implicit bias towards the aging population (Blackwood & Sweet, 2017;
Eymard & Douglas, 2012; Kagan & Melendez-Torres, 2015; Ugurlu et al., 2018; Liu et
al., 2013), research to date has failed to explore qualitatively the attitudes of LTC
employees and the intersections between ageism and other forms of oppression, such as
those based on gender (São Jose & Amado, 2016). Furthermore, there is no research
exploring the attitudes of non-health related employees, such as administration, food
service, housekeeping, or maintenance. Considering that Centers for Medicare and
Medicaid Services (CMS) now requires a culture of person-centered care in the nursing
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home (Bowman, 2017), which involves all employees in supporting resident choice
(Gamble, 2013), it is paramount to assess all employees that interact with residents on a
daily basis.
Language as an Expression of Ageism
Often, interactions between close family member and LTC staff influence a
residents’ perception of themselves (Lagacé et al., 2012; Zimmerman et al, 2016). In
LTC, the power role is traditionally with staff, who may unconsciously discriminate
against residents (Zimmerman et al.). Discrimination could manifest through language
and non-verbal communication (Lombardi et al., 2014; Nussbaum et al., 2005; Williams
et al., 2017). Elderspeak is a form of ageism (Williams et al.) which is common in LTC
(Lombardi et al., 2014). In a study conducted with Certified Nursing Assistants (CNA),
participants felt patronizing speech was appropriate depending on age, cognitive
impairment, and mood of the resident (Lombardi et al.).
Most long-living adults residing in LTC require assistance with basic activities of
daily living (ADLs) to maintain their highest level of independence (Koren, 2010). An
employee harboring ageist attitudes could choose to disconnect with long-living adults
(Wyman et al., 2018), speak down to them (Williams et al., 2017) or purposefully limit
their interactions (Lombardi et al., 2014). The inability to identify with long-living adults
as human beings creates the potential for decreased adaptability among residents (Lagacé
et al., 2012) and increased likelihood for employees to feel comfortable with neglect
(Wyman et al.).
Summary
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Today, over 52% of individuals 65 years of age and older will eventually develop
a severe disability requiring LTC (Stark, 2018). An anticipated 27 million people will
seek LTC services by 2050 (Buttigeig et al., 2018), an increase from 13 million people
using LTC services in 2000 (Family Caregiver Alliance, 2015). The large nursing home
industry continues to be dominated by private, for-profit ownership (National Health
Policy Forum, 2014).
Past research has reported negative attitudes toward aging among nurses,
physicians, and healthcare students (Byrne & Tanesini, 2015; Gallagher et al., 2006;
Kagan & Melendez-Torres, 2015; Liu et al., 2013; Phibbs & Hooker, 2018). Currently,
there is little to no qualitative research addressing LTC employee’s attitudes towards
aging. Quantitative research has focused on clinical professionals, such as physicians,
nurses, and CNAs. No research to date has explored the aging attitudes of health care
workers in areas such as allied health, social work, dietary, housekeeping, and
maintenance.
The need for LTC services will increase with the growing older adult population
(Buttigeig et al., 2018). Since LTC facilities tend to have a higher percentage of longliving adults (Buttigeig et al.), the need for LTC services will continue to grow (Ross &
Snethen, 2017). It could prove beneficial to better understand all health care
professionals’ attitudes pertaining to age, not just those belonging to the most common
medical professions. A mixed methods study case study provides opportunity for
triangulation of data from both qualitative and quantitative sources, allowing for a better
understanding of aging attitudes among a range of LTC employees.
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CHAPTER THREE
METHODS
The purpose of this mixed methods case study was to assess attitudes toward
aging among LTC employees, determine if ageist attitudes exist, and explore if resident
gender impacts these attitudes. Feminist disability theory and compulsory youthfulness,
as presented in Chapters one and two, served as a blended conceptual framework.
Chapter three provides a description of research methodology employed to
achieve the study’s purpose. Appropriateness of the research design and the role of the
researcher will be discussed. The sample for the study is examined and placed in context
of both the population from which it was derived and the sampling frame and method
from which it was extracted. An explanation of the instrumentation used for data
collection and the strategies used to analyze the data is disclosed. Also, included are the
methods employed to ensure the validity and reliability of the study as a whole. Finally,
the chapter concludes with a summary of the research methodology presented.
Research Questions
Overarching question: How do employee attitudes toward gender and aging influence
their interactions (professionally and socially) with residents in a long-term care facility?
R1: To what extent do ageist attitudes exist in a sample of employees in a long-term care
facility? (QUAL, quan)
R2: How have employee perceptions of aging been influenced by working in a long-term
care facility during the coronavirus 2019 (COVID-19) pandemic? (QUAL)
Study Design
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Case study design, the analysis of a person, a group, an event, a decision, a policy, or
institution that are studied by one or more methods (Astalin, 2013), has been endorsed by
both case study and mixed methods researchers (Guetterman & Fetters, 2018). Experts in
case study design have historically suggested collecting both qualitative and quantitative
data to gain a better understanding of the case, while experts in mixed methods have
suggested case study as a complex design (Guetterman & Fetters).
A mixed methods, embedded single-case study design (Creswell & Creswell, 2018;
Creswell et al., 2003; Yin, 2018) with a QUAL + quan approach was utilized. Although
the study was qualitatively focused on exploring employees’ attitudes and beliefs toward
aging, quantitative measures were employed, and data from both sources were collected
concurrently (Morse, 2003). Data were analyzed separately and then integrated for
interpretation (Creswell et al.).
Multiple data collection and analysis strategies were considered. The complex
nature of one’s attitudes regarding age and gender led to the selection of the mixed
method, embedded single-case study design described in chapter three. The rationale and
appropriateness are addressed herein.
Case Study Design
Yin (2018) described a case study as “an empirical method that investigates a
contemporary phenomenon in depth and with-in its real-world context, especially when
the boundaries between phenomenon and context may not be clearly evident” (p. 15).
Merriam (2009) also stated that the phenomenon must be studied in a bounded system
that can be contained. The phenomenon in question was how personal views of gender
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and aging impact employee attitudes. The real life context is the LTC facility in which
the interactions occur. Binding the study to the employees who work at the nursing home,
rather than the population as a whole, defines the research as a case study.
Yin (2018) sorted single case studies into two categories – embedded and holistic.
An embedded case study design was chosen as it utilizes selected subunits through
sampling or cluster techniques (Yin). Although embedded and holistic designs both have
their strengths and weaknesses, an embedded design can serve as a way to maintain the
study’s focus (Yin). The utilization of subunits ensured that a variety of participants
received equitable consideration. Employee occupations were chosen as subunits.
Subunits “nursing” (to include RNs, LPNs, and CNAs) and “non-nursing” (to include
social services, expressive art therapies, nutrition, and life enrichment) ensured focus
during data collection in conjunction with purposeful sampling (Yin). Results from each
subunit was compared and contrasted. Data collection continued until saturation was
reached (Saldaña, 2016).
Examining a Single Site
Being that the purpose of the study was to capture the conditions of an everyday
situation, it was logical to keep the study at a single site. A single-case study can
represent a significant contribution to a body of knowledge and assist in focusing future
investigations in an entire field (Yin, 2018). Considering there is a lack of research in
assessing aging attitudes among LTC employees, this single case study can assist in
creating a benchmark for future studies.
Mixing Methods

33

Case study research does not indicate the use of any particular methodology
(Merriam, 2009). Instead, the purpose of the study and the research questions that guide
the study dictate which methods should be employed (Creswell & Creswell, 2018;
Johnson & Onwuebuzie, 2004). While the Fraboni Scale of Ageism (FSA) can assess for
self-reported attitudes in general, among many populations, current literature does not
provide an adequate quantitative instrument that measures attitudes of LTC employees in
relation to gender of residents. To understand these specific attitudes, non-self-reporting
techniques should be used, such as observation and the collection of artifacts (São Jose &
Amado, 2016). Therefore, qualitative inquiry is critical (Denzin & Lincoln, 2000). By
incorporating qualitative data collection and analysis strategies, the study was flexible to
unexpected changes, especially during the current pandemic, and allowed for the
discovery of additional variables that might not be considered during inception (Patton,
2002).
The quantitative findings were analyzed separately from the qualitative findings
to provide a measure of the extent of adherence and then the two methodologies were
compared (Creswell & Creswell, 2018) to further understand LTC employees’ attitudes
toward aging and gender. Thus, the study employed a mixing of qualitative and
quantitative methods.
Born out of the pragmatist ideology, mixing methods is a tool used by researchers
to maximize the best of both qualitative and quantitative worlds in answering the
questions that drive the research (Maxcy, 2003). Such designs allow the researcher to
compensate for the weaknesses in one methodology with the strengths in the other
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(Johnson & Onwuegbuzie, 2004). Corroborating evidence from multiple sources (i.e.,
FSA, employee interviews, and artifacts) and multiple methodologies (i.e., qualitative
and quantitative) increase the strength and trustworthiness of the study (Anfara et al.,
2002). Table 3.1 provides a detailed outline of how each data source was used to answer
the study’s research questions. Appendix A details the mixed methods, embedded singlecase study design utilized. Please see Appendix B and C, respectively, for a copy of the
interview questions and employee interview protocol.
Table 3.1
Alignment of Data Sources with Research Questions
Research Question
1. To what extent
do ageist
attitudes exist in
a sample of
employees in
long-term care
facilities?

FSA

Employee
Interview

X

X

2. How have
employee
perceptions of
aging been
influenced by
working in a
long-term care
facility during
the coronavirus
2019 (COVID19) pandemic?

X

Triangulation
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Artifact
Collection

X

Greene et al. (1989) contended that there are five purposes for mixing methods –
complementarity, development, initiation, expansion, and triangulation. Studies that seek
complementarity use one method to elaborate on, enhance, or clarify the findings
achieved from the other method (Greene et al.). Development studies use the results from
one method to make an informed decision regarding use of the second method, such as
sampling or instrument development. In initiation studies, the goal is to discover any
paradoxes that might exist among contradictory results (Greene et al.). A study with an
expansion intent is one that uses each method to assess a different component of a
phenomenon, whereas a triangulation study uses each method to assess the same
component of a given phenomenon (Greene et al.).
Using the above definitions, a mixed method approach to the conducted research
categorized it as a triangulation study. The quantitative method of using FSA was applied
to measure the extent ageist attitudes exist in a sample of LTC employees in an attempt to
confirm the qualitative data also collected on the same topic (Morse, 2003).
Corroborating evidence provided triangulation in the classic sense of the term, thus
enhancing the validity of the study (Greene et al., 1989). An additional benefit included
potential reduction in researcher bias by using two independent methods to measure the
same construct (Greene et al.).
Although qualitative data collection was weighted more heavily, triangulation was
achieved through the use of the FSA, employee interviews, and artifact collection. Data
analysis was collected separately and both methods were given equal priority in the study
(Creswell & Creswell, 2018).
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Role of the Researcher
While a quantitative survey and protocol was used for one portion of the study,
most of the study focused on qualitative data collection and analysis. In qualitative
research, the researcher serves as the primary instrument for data collection and analysis
(Creswell & Creswell, 2018; Merriam, 2009). Consequently, a human instrument
introduces human bias into the study. According to Merriam (1998), “all observations
and analyses are filtered through the human being’s worldview, values, and perspectives”
(p. 22).
The ontological foundation of qualitative research suggests that there are multiple
realities at play – the primary researcher’s as well as the participants’ (Johnson &
Onwuegbuzie, 2004; Merriam, 1998). As such, qualitative researchers can take on roles
ranging from complete participant to complete observer (Merriam, 2009). Although the
primary researcher interviewed all participants, detachment does not always remove
personal bias. To address personal bias, reflexivity was practiced through journaling
(Finlay, 2002) and occurred on a daily basis throughout qualitative data collection. The
primary researcher completed the Collaborative institutional Training Initiative (CITI)
program and practiced data collection procedures before speaking with participants.
Practice included use of technology, explanation of participant instruction, and recording
of data.
Site and Sample
Hebrew SeniorLife (HSL) is a Harvard Medical School affiliate and leader in
conducting influential geriatric research to advance the quality of life for older adults.
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Located in Boston, MA, the two main locations attract top professionals interested in
working with residents in LTC, rehabilitation, and assisted living. The rationale for
choosing HSL was twofold. The two locations are convenient and the organization
houses an institute of aging research. HSL was purposefully selected for their Centers for
Medicare & Medicaid Services (CMS) quality ratings, which are similar to other facilities
in the area. HSL follows CMS regulations regarding the provision of person-centered
care services and both locations can be considered typical facilities in the Boston area.
Urban facilities are larger than rural facilities and employ more individuals, which can
translated to more data. A purposeful sample was appropriate for the single-case study
design because it can lead to greater discovery and better understanding of the
phenomenon in question (Greene et al., 1989; Stake, 2000).
Selection of Participants
Once the university and facility IRBs were approved, the primary researcher met with
administration to review recruitment techniques. These techniques included a company
email campaign (providing education about the study) and administration’s
encouragement to participate in the study (See Appendix F). Participants were full-time,
part-time, and per diem employees in the nursing, social work, expressive arts therapy,
nutrition, and life enhancement departments who have the opportunity to interact daily
with residents in the facility.
Although administration permission was sought to conduct research, no employee
information from the project was shared with the administration to ensure privacy. Due to
COVID-19 restrictions, the primary researcher was not allowed to visit the facility.
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Informational sessions took place on Zoom to be convenient as possible for all
employees. A fidelity protocol was utilized to assure the consistency of information
shared. (See Appendix D)
The sampling procedure was a mix of both convenient and purposeful sampling. The
primary researcher was allowed access to HSL employees in the nursing, social work,
expressive arts therapy, nutrition, and life enhancement departments. The primary
researcher chose to include all of these groups of participants due to their direct
interaction with residents. Employees were divided into two subunits (nursing and nonnursing) for the embedded single-case study design. Convenient purposeful sampling of
these specific professionals in the case study allowed for different perspectives from
various employees (Creswell & Poth, 2018).
All participating employees were required to work at HSL at the time of the study and
agree to complete a survey. Some employees also agreed to a 30-45 minute phone
interview. An informed consent was collected from interested employees in the survey
portion of the study (See Appendix E). An e-mail invitation to participate was sent to
1,012 employees (460 nurses, 513 CNAs, 21 life enhancement professionals, ten
expressive arts therapists, and eight social workers) via the HSL email system (See
Appendix F). If a 30% response rate was reached for the online survey, all staff invited to
participate in this study would be entered into a raffle to win a $50.00 Target gift card. In
addition, each employee willing to partake in a 30 minute interview (via phone or zoom)
received a $10.00 Target gift card at the conclusion of interview.
Data Collection
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The study achieved its purpose through the use of a mixed methods embedded
single-case study design. Triangulation was used to mix both qualitative and quantitative
data. Interested employees were asked to first complete an informed consent (Appendix
F), then participate in a survey and 30-45 minute interview. Employees could choose to
only participate in the survey. Cultural artifacts in the form of HSL social media
(Facebook, Twitter, blog posts) and the HSL COVID-19 policy were collected. The
primary researcher adhered to all government and facility social distancing protocols
during the data collection process.
Quantitative Data Collection
Creswell and Creswell (2018) state that there are three types of questions a survey
design can help answer - descriptive questions, questions about the relationship between
variables, and questions about predictive relationships between variables over time. A
survey design was used to provide a numeric description of attitudes toward aging
(Creswell & Creswell). The survey gathered demographic information as well as scores
from the FSA (Fraboni et al., 1990).
The primary researcher created the survey which was administered through Qualtrics,
a web-based survey platform. Employees completed demographic questions and the FSA
at their convenience between August 21, 2020 and September 22, 2020.
Responses to the FSA were assigned values (1, 2, 3, or 4) and quantified according to
FSA scoring. Comparisons of the resulting data were then made by the primary
researcher. All collected data were entered into Statistical Package for Social Sciences
(SPSS) and coded. Demographic variables, to determine descriptive statistics included
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age, gender, occupation, years working in LTC, and years of education. Table 3.2 lists the
types of variables.
Table 3.2
Study Variables
Nominal
Categorical
Variables
Gender

Continuous
Variables
FSA scores

Continuous
Numerical
Variables
Age

Discreet
Numerical
Variables
Years in LTC

Ordinal
Variables
Years of
education

Occupation

Instrumentation
Instrumentation for quantitative data included the FSA (Fraboni et al., 1990) to
collect data on attitudes toward aging. The FSA was developed to reflect the construct of
aging as defined by Butler in 1978 (Fraboni et al.). Whereas other instruments measure a
cognitive aspect of attitude toward age (mainly assessment of stereotypes), the FSA is
intended to measure the affective component through the investigation of avoidance and
discrimination (Fraboni et al.).
The FSA is divided into three primary factors: Antilocution, Avoidance, and
Discrimination (Fraboni et al., 1990), which are based on Allport’s scale of prejudice
(1979). Antilocution, often referred to as a larger scale of ‘taking behind someone’s
back’, denotes remarks made against a person, group, or community, which are not
addressed directly to the target (Allport). Usually an “in group” is ostracizing an “outgroup”. Antilocution leads to the next stage, Avoidance (Allport). If the “in group” has a
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negative view of the “out group”, they will start modifying their behavior towards them,
such as not inviting them to social events or speaking to them in a different way
(Allport). If avoidance persists, then the third stage, Discrimination will occur (Allport).
The “out group” will be significantly disadvantaged by the prejudice around them.
After thorough testing, the FSA was found to have adequate construct validity and
high internal reliability (α =.86) when compared to other measures such as Acceptance of
Others Scale (AOS) (α =.77), The Facts on Aging Quiz (FAQ) (α =.43), and Social
Desirability Scale (SDS) (α =.85), indicating a significant relationship between high
levels of ageism and low acceptance of others and less knowledge of older adults and
long-living people (Fraboni et al.).
The FSA is a self-reporting measurement scale of 29 questions with a four point
Likert format for scoring. Response choices are presented as “strongly disagree”,
“disagree”, “agree”, and “strongly agree”. Responses are scored from one through four
for negative statements and four through one for positive statements. Unanswered items
score as three. Higher scores indicate higher levels of ageism. The FSA requires a reading
level of grade seven, which makes it appropriate for research with many age and
educational levels (Fraboni et al.).
Qualitative Data Collection
Yin (2018) suggests that case study evidence comes from six sources –
documentation, archival records, interviews, direct observations, participant-observation,
and cultural/physical artifacts. The qualitative data was collected through interviews and
cultural artifacts. Because most case studies, like this one, explore human affairs, Yin
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argues that interviews are one of the most important sources of case study evidence. The
insights of those involved in the case provide an invaluable perspective on the
phenomenon in question (Yin).
Interviews
Though interview questions for a case study follow a formal protocol, the interview
itself was conducted much like a conversation (Yin, 2018). If participants provided vague
or tentative responses, the researcher probed for more information. Thus the need for
flexibility. Interviews followed a semi-structured design. Protocols were developed for
employee interviews (See Appendix C) and completed one day prior to each employee
interview. Consistency in questions and researcher responses is important in the
collection process no matter the number of researchers involved in the process (Yin). A
semi-structured interview technique was used to allow employees the freedom to express
what is most relevant to the study (Yin).
In-depth interviews took place with great care considering the sensitivity of the topic.
Interview questions were developed by the primary researcher and vetted through
collaboration with an expert in the field of qualitative research. Secondary researchers
reviewed questions prior to the interviews for biased, leading, or dead-end questions.
The primary researcher conducted all in-depth phone interviews. Interviews were
planned according to the convenience of employees. Interview questions included an
introduction to the researcher and the process and participant self-identification (See
Appendix B). An interview protocol ensured fidelity of the interview process (See
Appendix C). Interviews were collected via audio recorder and converted into
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transcriptions verbatim. Employees were given the option to review transcripts for
accuracy.
Observations
Observations were initially planned to provide an additional data point in the case
study. Due to the COVID-19 pandemic, and HSL’s blanket ban on visitors per their
COVID-19 infection control policy, the primary researcher was unable to observe
employee interactions with residents during the time of data collection.
Cultural Artifacts
In addition to interviews, cultural artifacts available to the primary researcher, and
relating to the study, were noted. Yin (2018) maintained that artifacts may be collected or
observed. Considering the primary researcher was not allowed to enter the facility, the
types of artifacts collected included social media posts via Twitter, Facebook, and the
Hebrew SeniorLife Blog. Blog and social media posts ranged from September 1, 2020 to
February 1, 2021.
By collecting and examining artifacts, the researcher attempted to develop a broader
perspective concerning institutional attitudes towards aging over a longer period of time,
especially during a pandemic, not only the time in which surveys and interviews took
place (Yin). Artifact collection followed Health Insurance Portability and Accountability
Act (HIPAA) guidelines.
Data Analysis
Since all data collection took place through one organization, the qualitative and the
quantitative data were analyzed at the same stage in the research process (Creswell &
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Creswell, 2018). Findings were compared during cross analysis. Mixing of data was
completed for the final results. Results from both qualitative and quantitative findings
were merged through side by side comparison. All identifying information was kept
confidential and in a locked drawer in the primary researcher’s office.
Quantitative Data Analysis
The quantitative method of using FSA was applied to measure the extent ageist
attitudes exist in a sample of LTC employees in an attempt to confirm the qualitative data
also collected on the same topic (Morse, 2003). Quantitative data from the survey and
demographic variables were entered into the Statistical Package for Social Sciences
(SPSS) and coded in preparation for analysis.
Analysis included an independent samples t-test, One Way ANOVA, and One
Sample Median Test. Data was tested for distribution normality through a Shapiro-Wilk
test. Information from that test determined that the sample was drawn from a normally
distributed population. Levene's test of homogeneity was used to ensure the variance was
equal across groups.
Qualitative Data Analysis
All artifacts were reviewed for content and analyzed for theory based coding. All
interview information was audio recorded through a recording device, transcribed
verbatim by an outside agency, reviewed by the primary researcher, and analyzed with
the assistance of Nvivo qualitative data analysis software (Yin, 2018). Following the
interviews, open coding, axial coding, then thematic analysis was conducted by the
primary researcher (Saldaña, 2016). The primary investigator first identified patterns and
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common phrases; then determined codes based on the frequency and context of common
phrases and patterns related to employee attitudes about the aging process in relation to
themselves and the residents (Saldaña). A secondary researcher reviewed transcripts,
confirmed patterns and codes, and assisted in coding and cross-thematic development.
The mixing of the qualitative and quantitative data then took place.
Final Mixing of Data
Once the quantitative and qualitative data had been collected, all data was
reviewed for the final results. Mixing of qualitative and quantitative data was completed
for the final results by merging them via side by side comparison table (Creswell &
Creswell, 2018). Corroborating evidence provided triangulation in the classic sense of the
term, thus enhancing the validity of the study (Greene et al., 1989). An additional benefit
included potential reduction in researcher bias by using two independent methods to
measure the same construct (Greene et al.). Although qualitative data collection was
weighted more heavily, triangulation was achieved through the use of the FSA, employee
interviews, and artifact collection. Data analysis was collected separately and both
methods were given equal priority in the study (Creswell & Creswell, 2018).
The interview data was analyzed using open coding, axial coding, and then
thematic analysis (Saldaña, 2016; Yin) which was conducted by the primary researcher.
The open coding process yielded first level codes related to aging, gender, and the
pandemic. Codes were then collapsed the into broader themes by identifying patterns of
thoughts and common phrases. A secondary researcher reviewed transcripts, confirmed
patterns, and assisted in axial coding. This process yielded the final themes that best
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expressed concepts expressed by employees (Yin). The coding process was conducted by
the primary researcher and reviewed for credibility and rigor through peer debriefing with
two secondary researchers (Saldaña). The mixing of the qualitative data then took place.
Methods of Verification
Statistical measures such as validity and reliability cannot easily be used to judge the
rigor of qualitative work (Anfara et al., 2002). Instead, Lincoln and Guba (1985)
established a substitutive criteria they referred to as trustworthiness. Because the
emphasis of the study lies in qualitative data, Lincoln and Guba’s substitutive criteria was
used. The transition from statistical terms to terms of trustworthiness as expressed by
Lincoln and Guba (p. 42) are illustrated in Table 3.3.
Table 3.3
Achieving Trustworthiness
Statistical Term

Trustworthiness Term

Means of Achievement

Internal Validity

Credibility

Data Convergence

External Validity

Transferability

Purposeful Sampling

Objectivity

Confirmability

Reflexivity, Secondary
Researcher

Reliability

Dependability

Participant Audit

Trustworthy measures were taken through purposeful sampling, reflexivity, and data
triangulation. Credibility for the study was primarily achieved through triangulation. The
core premise underlying triangulation is that all methods have inherent biases and
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limitations (Greene et al., 1989). By mixing both quantitative and qualitative methods
and incorporating multiple sources of evidence – surveys, interviews, artifacts – these
biases and limitations will be neutralized (Anfara et al., 2002).
A secondary researcher confirmed the sample population as viable, reviewed
interview questions and protocols, reviewed analysis protocols, and participated in
qualitative analysis.
The article plan for this dissertation study is detailed in Table 3.4 below.
Table 3.4
Dissertation Article Plan
Journal(s)

Article Title

Research Question

Journal of
Aging and
Health

Assessing the
prevalence of
ageism and
gender stigma
among long-term
care employees:
A mixed methods
case study

To what extent do
Mixed
ageist attitudes
Methods
exist in a sample of Case Study
employees in longterm care facilities?
(QUAL, quan)

Fraboni Scale
of Ageism
(FSA)
Interviews

American
Journal of
Recreation
Therapy

The rise of
compassionate
ageism:
Long-term care
employees’
attitudes toward
aging during
COVID-19

How have
employee
perceptions of
aging been
influenced by
working in a longterm care facility
during the
coronavirus 2019
(COVID-19)
pandemic?
(QUAL)

Qualitative

Interviews

Conceptual

Conceptual

The
Feminist
Gerontologist disability theory:
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Method

Data

A new
perspective
towards practice
and research in
LTC
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CHAPTER FOUR
Manuscript 1
Assessing the prevalence of ageism and gender stigma among long-term care employees:
A mixed methods study
Abstract

The purpose of this mixed method single case study was to explore long-term care
employees’ attitudes towards age and gender. Sixty employees completed an on-line
survey consisting of demographic questions and the Fraboni Scale of Ageism. Data were
analyzed using an independent samples t-test, One Way ANOVA, and One Sample
Median Test. Twenty-one of these employees participated in a phone interview.
Interview data were analyzed using open coding, axial coding, then thematic analysis.
Mixing of quantitative and qualitative findings indicated employees’ interactions with,
and attitudes towards, residents were influenced by themes of compassionate ageism,
ableism, and identity, which resulted in meta-theme caregiver validation and reward.
Results indicated that although most employees felt a deep connection with residents,
they detached themselves from the aging process. The theoretical framework of feminist
disability theory and compulsory youthfulness lends explanation of how both ableism and
ageism appeared to contribute to this detachment.

This article will be submitted to:
Journal of Aging and Health
30 page limit including references
Keywords: ageism, compulsory youthfulness, feminist disability theory, gender, longterm care
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Introduction
When Robert Butler first introduced the concept of ageism in 1969, it was with
the intention to highlight the forms of marginalization that aging and long-living adults
are exposed to on a daily basis (Butler, 1975; Krekula et al., 2018). Butler’s definition of
ageism, “the process of systematic stereotyping or discrimination against people because
they are old” (p. 48) draws comparison to what racism and sexism create in relation to
skin color and gender. Ageism allows younger generations to see older people as
different from themselves, eventually leading to the inability to identify with older adults
as human beings (Butler). Although ageist attitudes and behaviors are not uncommon
(Phibbs & Hooker, 2018; Chapman et al., 2012), they are unique from other forms of
prejudice such as racism, ableism, or sexism. While not everyone identifies with the same
race, ability, or gender, all intend to enter older adulthood (Aronson, 2019). In light of the
fact that all individuals age, the aging experience should be considered the most universal
of human experiences (Ayalon & Tesch-Römer, 2018; Lagacé et al., 2012).
Long-Term Care
In the first quarter of 2018, health care became the largest employer in the United
States, surpassing manufacturing and retail for the first time in history (Thompson, 2018).
The trend is driven mostly by the increasing number of persons over the age of 60
utilizing a majority of the nation’s health care services (Wyman et al., 2018). In the
United States, adults aged 65 or older account for 15% of the population, yet are
responsible for over 35% of total health care costs (Wyman et al.). The oldest members
of the “Baby Boomer” generation reached 73 years of age in 2019, requiring a significant
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demand on the long-term care (LTC) industry (Mohl, 2019). In addition, more than half
of the 65 and older population is female, with women ages 85 and older outnumbering
men two to one (Pew Research Center, 2016). As these numbers increase, LTC services
will need to reflect the uniqueness of this growing population.
Years of research suggest that ageism exists in a wide spectrum of health care
services (Chapman et al., 2013; Inouye, 2021; São Jose & Amado, 2017), yet there
continues to be gaps in the literature concerning care needs for this age group (Buttigeig
et al., 2018). LTC employees spend the most amount of time with residents in personal,
potentially vulnerable, situations. Therefore, a better understanding of the prevalence of
ageist attitudes among health care workers in LTC can inform practice. Research in LTC,
through a feminist lens, can be of value to future research in health care and professional
practice.
Theoretical Framework
Feminist Disability Theory
Feminist disability theory (FDT) offers a cultural critique of how socially
constructed systems of gender, race, ethnicity, ability, class, and sexuality construct and
contradict one another (Garland-Thomson, 2001; 2002). The aim of FDT research is to
challenge stereotypes and give voice to various intersectional experiences through
representation, focus on the body, and the politics of medicalization and appearance of
the female and disabled body (Garland-Thomson, 2001; 2005).
Although the focus of FDT has been primarily on the experience of being
disabled and female, there is also a relationship with the aging process. Power relations,
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medicalization of the older body, and appearance expectations are part of the aging
experience, especially for women (Twigg, 2004). As Garland-Thomson (2005) states:
Seldom do we see disability presented as an integral part of one’s embodiment,
character, life, and way of relating to the world. Instead, we learn to understand
disability as something that is wrong with someone, as an exceptional and escapable
calamity rather than as what is perhaps the most universal of human experiences.
After all, if we live long enough, we will all become disabled. (p. 1568)
At its core, FDT interprets disability as a cultural issue rather than a medical or individual
issue and examines the power relation within that construct (Garland-Thomson, 2001).
As FDT seeks to alter traditional feminism to include and empower women with
disabilities, age can also be used to empower individuals, especially women (Morell,
2004).
Compulsory Youthfulness
Cultural stereotypes often paint old age as a time of loss, dependence, frailty, and
disability (Gibbons, 2016). The term successful aging has often been used to combat
these stereotypes and associate the aging process with health, functionality, and the
absence of disease and disability (Rowe & Kahn, 1998). While the successful aging
movement engages in efforts to eradicate negative stereotypes about the aging process,
the unintended consequence has been a promotion to remain youthful and able-bodied
throughout the life course.
Compulsory Youthfulness (CY) addresses the oppression supported by the
successful aging paradigm by highlighting the ways in which ableism and ageism
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intersect with successful aging (Gibbons, 2016). CY brings awareness to successful aging
discourses that falsely present both being old and disabled as choice, rather than the result
of biological changes and cultural, political, economic, and social structures (Gibbons).
Pairing CY with FDT allows for an intersectional critique of ageism, sexism, and
ableism and how each contributes to the oppression of long-living adults and disabled
long-living adults. Although ageism should be not redefined to ableism, it is important to
consider the connection between aging and disability as “disability and aging are
processes that interweave throughout the life course” (Verbrugge & Yang, 2002, p. 253).
Together, FDT and CY can address this connection, specific to the gerontological and
feminist discourse surrounding long-living adults, resulting in the inclusion of disability
and age in feminist work.
Research Aim
The aim of this mixed methods case study was to assess attitudes toward aging
among LTC employees, determine if ageist attitudes exist, and explore if resident gender
impacts these attitudes.
Methods
A mixed methods case study design with a QUAL + quan approach was utilized
(Creswell & Creswell, 2018). Although the study was qualitatively focused on exploring
employees’ attitudes and beliefs toward aging, both qualitative and quantitative measures
were employed and data from both sources were collected concurrently (Morse, 2003).
Data were analyzed separately and then integrated for interpretation.
Location
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The chosen LTC site serving as the case for this study is a medical school affiliate
and leader in influential geriatric research to advance the quality of life for older adults.
Located in New England, the two main campuses attract professionals interested in
working with residents in LTC, rehabilitation, and assisted living. The Centers for
Medicare & Medicaid Services (CMS) developed a quality rating system to help
consumers compare nursing homes. This organization was purposefully selected for their
CMS quality rating system scores, which are similar to other facilities in the New
England area.
Being that the purpose of the study was to capture the conditions of an everyday
situation, it was appropriate to keep the study at a single site. A single-case study can
represent a significant contribution to a body of knowledge and assist in focusing future
investigations in an entire field (Yin, 2018).
Participants
All participating employees were required to work at the organization at the time
of the study, interact daily with residents in the facility, and agree to complete a survey.
Some employees also agreed to a phone interview. An informed consent was collected
from interested employees in the survey portion of the study. The primary researcher
adhered to all government and facility social distancing protocols during the data
collection process, which occurred during the COVID-19 pandemic. The study was
approved by a institutional review board prior to contacting participants.
Data Collection
Quantitative Data Collection
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The primary researcher created the survey which was administered through
Qualtrics, a web-based survey platform. Employees completed demographic questions
and the Fraboni Scale of Ageism (FSA) (Fraboni et al., 1990) at their convenience
between August 21, 2020 and September 22, 2020. The FSA is divided into three primary
factors: Antilocution, Avoidance, and Discrimination (Fraboni et al., 1990). Antilocution
refers to remarks made against a person, group, or community, which are not addressed
directly to the target, Avoidance is behavior of avoiding the targeted ‘out groups,’ and
Discrimination is prejudicial treatment of the targeted ‘out groups,’ which leads to
significant disadvantages for the targets of this behavior (Allport, 1979).
The FSA is a self-reporting measurement scale of 29 questions with a four point
Likert format for scoring. Response choices are presented as “strongly disagree,”
“disagree,” “agree,” and “strongly agree”. Responses are scored from one through four
for negative statements and four through one for positive statements. Unanswered items
were assigned a score of three as suggested by the FSA authors (Fraboni et al.). Higher
scores indicate higher levels of ageism. Responses to the FSA were assigned values (1, 2,
3, or 4) and quantified according to FSA scoring. After thorough testing, the FSA was
found to have adequate construct validity and high internal reliability (α =.86) when
compared to other measures (Fraboni et al.).
Qualitative Data Collection
Though interview questions for a case study follow a formal protocol, the interview
itself was conducted much like a conversation and took place with great care considering
the sensitivity of the topic (Yin, 2018). If participants provided vague or tentative
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responses, the researcher probed for more information. Interviews followed a semistructured design and asked employees questions about their relationships with residents
and their views of aging. Interview questions were developed by the primary researcher
and vetted for biased, leading, or dead-end questions through collaboration with
secondary researchers. The primary researcher conducted all in-depth phone interviews
which were collected via audio recorder.
In addition to interviews, cultural artifacts available to the primary researcher, and
relating to the study, were noted. Considering the primary researcher was not allowed to
enter the facility, the types of artifacts collected included social media posts via Twitter,
Facebook, and the organization’s blog. Blog and social media posts ranged from
September 1, 2020 to February 1, 2021. By collecting and examining artifacts, the
researcher attempted to develop a broader perspective concerning institutional attitudes
towards aging over a longer period of time, especially during a pandemic, not only the
time in which surveys and interviews took place (Yin, 2018). Artifact collection followed
Health Insurance Portability and Accountability Act (HIPAA) guidelines.
Data Analysis
Quantitative Data Analysis
Quantitative data from the survey and demographic variables were entered into the
Statistical Package for Social Sciences (SPSS) and coded in preparation for analysis.
Analysis included an independent samples t-test, One Way ANOVA, and One Sample
Median Test. Data was tested for distribution normality through a Shapiro-Wilk test.
Levene's test of homogeneity was used to ensure the variance was equal across groups.
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Qualitative Data Analysis
All artifacts were reviewed for content and analyzed for theory based coding. All
interview information was audio recorded through a recording device, transcribed
verbatim by an outside agency, reviewed by the primary researcher, and analyzed with
the assistance of Nvivo qualitative data analysis software. Following the interviews, open
coding, axial coding, and thematic analysis took place (Saldaña, 2016). The initial open
coding process considered frequent words and concepts carefully and lead to pattern
coding which resulted in several codes such as successful aging, control, loss, mortality,
safety, and connection. These codes were then reviewed and organized during the axial
coding process to create more structure. The primary researcher focused on the way
participants felt about themselves, and the residents they cared for, within the concept of
aging. (Saldaña). Codes were then collapsed into themes to explore concepts of personal
aging and the perceived aging of individuals in LTC (Saldaña). A secondary researcher
reviewed transcripts, confirmed patterns and codes, and assisted in coding and crossthematic development.
Final Mixing of Data
Once the quantitative and qualitative data had been collected, all data was
reviewed for the final results. Mixing of qualitative and quantitative data was completed
for the final results by merging them via side by side comparison table (Creswell &
Creswell, 2018). Although qualitative data collection was weighted more heavily,
triangulation was achieved through the use of the FSA, employee interviews, and artifact
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collection. Data analysis was collected separately and both methods were given equal
priority in the study (Creswell & Creswell).
Results
An e-mail invitation to participate was sent to 1,012 employees (460 nurses, 513
CNAs, 21 life enhancement professionals, ten expressive arts therapists, and eight social
workers) via the organization’s email system. Sixty employees agreed to participate in
the study, resulting in an approximate six percent return rate. Fifty-five employees
completed the survey in full within the study time frame. A total of 21 employees
completed a 30-45 minute phone interview with the primary researcher between August
25, 2020 and September 18, 2020. Employees were all female, full-time, part-time, or per
diem, between the ages of 18 and 65, and identified as: nurses (10), clinical coordinators
(4), nursing assistants (3), social workers (2), recreational therapists (1), and dietitians
(1).
Quantitative Findings
Parametric statistical tests were used to compare FSA scores between groups. A
Shapiro-Wilk test did not show a significant departure from normality for Antilocution
scores, W(56) = .963, p=.088. A Shapiro-Wilk test did show a significant departure from
normality for Avoidance scores, W(56) = .952, p=.027, and Discrimination scores, W(56)
= .954, p=.033. Table 1 details the variances for each factor.
<Place Table 1 here>
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Demographic variables included: highest level of education, years employed in
LTC, gender, employment, nursing department versus non-nursing department, current
position, age, and race. Results are detailed below.
Highest Level of Education
An independent samples t-test was conducted to determine if there was a
relationship between pre and post-secondary school and overall FSA scores. There was
no statistically significant difference in FSA scores based on pre and post-secondary
school t(53, 1.298) = .181, p=.20, as well as no statistical difference in FSA scores
between those with a diploma or GED (M=53.36, SD=8.86) and post-secondary
education (M=49.68, SD=8.31). Levene’s Test of Homogeneity of Variances was
conducted and the groups were determined to be homogenous (p=.673).
Years Employed in LTC
A one-way ANOVA, with post hoc option Least Significant Difference (LSD),
was conducted to determine if there was a relationship between years employed in LTC
and overall FSA scores. There was no statistically significant difference in FSA scores
based on years employed in LTC, F(2, 54) = .511, p=.603. Overall, there was no
statistical difference in FSA scores for those with 0-4 years employed (M=52.00,
SD=9.43), 5-14 years employed (M=50.32, SD=8.53), and 15 or more years eemployed
(M=49.00, SD=7.58).
Gender
Although sample size was very low for males, an independent samples t-test was
conducted to determine if there was a relationship between gender and overall FSA
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scores. There was no statistically significant difference in FSA scores based on gender
t(54, 2.328) = .315, p=.754. Overall, there was no statistical difference in FSA scores
between males (M= 52.00, SD = 7.21) and females (M= 50.42, SD =8.53). Levene’s Test
of Homogeneity of Variances was conducted and the groups were determined to be
homogenous (p=.620).
Employment
A one-way ANOVA, with post hoc option LSD, was conducted to determine if
there was a relationship between employment and overall FSA scores. There was not a
statistically significant difference in FSA scores based on employment, F(2, 55) = 2.56,
p=.087. Overall, there was no statistical difference in FSA scores for per diem workers
(M=60.33, SD=3.79), as compared to part-time workers (M= 51.78, SD, 8.27), and fulltime workers (M=49.57, SD= 8.31). Levene’s Test of Homogeneity of Variances was
conducted and the groups were determined to be homogenous (p=.424).
Department: Nursing versus non-nursing
An independent samples t-test was conducted to determine if there was a
relationship between department (nursing and non-nursing) and overall FSA scores.
Although scores were lower for non-nursing employees, there was no statistically
significant difference in FSA scores based on department, t(54,13.065) = -1.51, p=.137,
for nurses (M= 51.23, SD= 8.53) and non-nurse staff (M=46.67, SD= 6.96). Levene’s
Test of Homogeneity of Variances was conducted and the groups were determined to be
homogenous (p=.245).
Age
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Due to the small sample size, ages were combined to create three larger groupings
for more comparable testing. A one-way ANOVA, with post hoc option LSD, was
conducted to determine if there was a relationship between younger adults (age 18-35),
middle age adults (age 36-55), older adults (age 56 and over) and overall FSA scores.
There was a statistically significant difference in FSA scores based on this larger
grouping, F(2, 55) = 3.310, p=.044. Overall, there was a statistical difference in FSA
scores for younger adults (M=49.33, SD=6.08), adults (M=52.97, SD=8.66), and older
adults (M=46.76, SD=7.85). Middle age adults had significantly higher FSA scores than
younger adults and older adults. See Table 2.
<Place Table 2 here>
Race
A one-way ANOVA was conducted to determine if there was a relationship
between race and overall FSA scores. There was not a statistically significant difference
in FSA scores based on race, F (5, 55) = .394, p=.851, between staff who were White
(M=49.04, SD= 8.45), Black or African American (M=51.00, SD=9.93), Hispanic or
Latino (M=54.00, SD= 4.00), American Indian Or Alaska Native (M= 59.00), Asian
(M=50.00), or those who were Other/More than 1 race (M= 47.67, SD=.577). Levene’s
Test of Homogeneity of Variances was conducted and the groups were determined to be
homogenous (p=.026).
Qualitative Findings
Interviews
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Qualitative analysis of interviews yielded three major themes: Compassionate
Ageism, Identity, and Ableism. All three themes contribute to a meta-theme of
Caregiving Validation and Reward. The thematic structure is depicted in Figure 1.
<Place Figure 1 here>
Compassionate Ageism. The theme of compassionate ageism was constructed by
collapsing codes vulnerability, protection, and fear. Compassionate ageism is the belief
that all older adults are vulnerable and require special policies to help and protect them
(Friedan, 1993). A majority of employees interviewed expressed affection for the
residents in their care. Often, residents were referred to as “family” and work was called
“home away from home”. Employees expressed comfort in their role as caregivers and
often identified as protectors. Employees also made statements describing residents as
vulnerable. That is, many employees reported they identified residents as susceptible to
harm, and wanted to protect them. This need to protect was heightened by the pandemic
and caused employees to fear for resident safety. One employee reported:
“It was at first really scary and then I was more worried about protecting them
than protecting myself.”
Vulnerability and fear seemed to be exacerbated by the pandemic, even though not all
residents diagnosed with COVID-19 died from the virus. When asked about caring for
residents during COVID-19, an employee stated:
“I see them as even more vulnerable than I did before. They were almost like a
captive audience. There was nothing they could do. They couldn't run, they couldn't

63

hide and they were so dependent on us to keep them safe and that's still staying with
me.”
Yet, susceptibility of the residents was viewed positively by most employees. One
participant drew a similarity between the terms “vulnerability” and “childlike” in
residents with dementia, stating that they preferred to work with residents that appeared
innocent and in need of assistance. When asked why the dementia population was their
favorite to work with, the employee stated:
“I think because they're just so vulnerable and almost childlike. That just like I feel
a sense of protection towards them. I want to be their protector.”
Residents were viewed as not only vulnerable, but also helpless. COVID-19 appeared to
increase the perception of victimization among residents. Employees feared for the
residents, which then increased the perception of resident vulnerability.
Identity. The theme of identity was constructed by collapsing codes value,
compliance, and separation. Identity refers to employees’ ideal image of who they are
and who they want to be (Meister et al., 2014). Identity is what employees want to
portray to the world, which usually comes about as they journey through life and
experiences are used as benchmarks for evaluating themselves (Meister et al.).
Specifically, the theme identity refers to ways in which employees connect with
residents, themselves, and the aging process. Employees valued their roles as caregivers,
preferred to work with residents who complied with the employee’s care efforts, and
often viewed their aging journey as separate from the aging journey of the residents they
cared for.
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Employees reported that they valued their interactions with the residents, how
these interactions translated to job skill, and how the interactions made them feel about
themselves. Interactions with residents resulted in employees receiving something of
value from the residents. For one employee, this was friendship:
“Once they become attached to you and feel comfortable with you talking about
things. It's almost like you gain a friend.”
Not only did employees report finding value in these friendly interactions with residents,
they also spoke to how these interactions made them feel in return. One employee stated:
“Every day, I sing to Irene, You Are My Sunshine and it makes me feel better. On
my worst days, I have to see Irene and sing. She used to pull my hand and say, ‘I
love you like I love the sunshine.’ To me, there's no better feeling.”
Often, caregiving is framed as a natural act of love or compassion, rather than
skilled work (Scales & Lepore, 2020). Direct care workers often report being intrinsically
motivated to pursue their work by their desire to help others (Scales & Lepore). It would
appear that not only were employees intrinsically motivated to work in LTC, but also
pursued this work for altruistic purposes.
Although a high value was placed on resident interactions, not all interactions
were valued the same. Residents were expected to respond to care efforts with patience
and gratitude. Favorite residents were those who were able to comply with the
employee’s care exchange expectations, such as engaging positively with the employee.
Resident compliance ensured that employees experienced gratification during the care
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exchange and fulfilled the employee’s desire to be “needed” within that employee’s
expectations. One employee stated:
“The ones that really need me. The ones that can't really help themselves, but that
I can do for them. I like them the best.”
Not only did employees have a desire to be needed, they expected the care interaction to
be positive and rewarding. Many employees stated that their least favorite residents were
those who were unappreciative of the service they were providing. One employee took
negative responses to care interactions personally. As she reported:
“If you're that intimate with somebody, and they are just so nasty to you, it hurts.”
Although employees desired positive interactions with complying residents, there was
also the expectation that residents be truly in need of their assistance.
Even though employees placed value on positive interactions with residents, and
stated they enjoyed caring for, and spending time with, older adults, they were quick to
detach themselves from the residents when the topic of their own personal aging was
introduced. When asked if they would one day enter a nursing home, only two of the 21
employees interviewed stated they would willingly live in a nursing home. Most stated
that their quality of life was dependent on being able to stay home with their families as
long as possible. One employee stated:
“This is weird because it's the opposite thing, but I want one of my kids to take
care of me. I don't want to be in a nursing home at all. I just want to be home with
my family. This isn't happiness, this isn't quality.”
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For others, entering a nursing home was typically associated with loss of freedom and
functioning. Many employees stated they wanted to remain social and active, something
they did not connect with living in a nursing home. One employee shared:
“I need to have people around, I need to go to the beach, I need to smell the
flowers, I need to sit back, and even if I'm creeping on my knees like a baby, I want
to stay home.”
Most employees expressed a need to remain happy, healthy, and surrounded by loved
ones as they age. Although employees desired positive social connections with the
residents, and many of them referred to residents as “family”, most were unable to see
themselves happily living in the same environment they enjoy working in. One employee
reported:
“We had to stay over a couple of times during snowstorms and I remember, we
slept in some of the empty patient's rooms. I remember waking up and just looking
at those walls and thinking how horrible it would be to live here.”
Even though employees enjoyed working with older adults, and often sought positive
care interactions, they did not look forward to their own aging or becoming a nursing
home resident themselves. Employees identified as “non-aging”. That is, they separated
themselves from the aging process the residents were experiencing.
Ableism. The theme of ableism was constructed by collapsing codes functional
decline, dependence, and gender. Ableism refers to attitudes in society that devalue and
limit the potential of persons with disabilities (Maybee, 2020). Considering that older
adults can be discriminated against based on their lack of abilities, not only their age, Van
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der Horst and Vickerstaff (2020) suggest that ableism, differential treatment based on
impairments, is indeed part of ageism. In this context, differential treatment of older
adults could be based on impairments that older people are more likely to have, such as
cognitive or physical limitations, rather than age (Van der Horst & Vickerstaff). One
employee expressed a distinct preference for the more physically interactive residents:
“I don't mind if they have memory issues but I like to work with ones that are still
mobile. That can walk with a walker or ones that are in a wheelchair but enjoy
going off the unit and where we can take them outside to sit.”
Often, employees expressed that a resident’s quality of life was directly related to
independence and physical and mental functioning. Those who aged and experienced
impairments, resulting on dependence on others, would have little to no purpose in life.
One employee stated:
Patients who are here because of functional decline and are cognitively intact often
have a very hard time accepting that this is the last phase of their lives. The loss of
independence is very difficult for them. You see a fair amount of depression in
patients like that. People who are still purposeful, still have a purpose, and can still
get around, are usually in better shape… because they still have that independence.
If there's one thing that older people miss, is the loss of independence.
Relying on others for care was viewed as a burden. One employee assumed that residents
who required more assistance felt like they were a burden to others:
“That independence also helps with your self-esteem and your confidence and your
mental health because you don't want to feel like such a burden to everyone else
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for them to take care of you. I think once they start slowly losing their independence,
they lose a sense of self.”
Employees also expressed dissatisfaction with the possibility of their own
functional decline as they age. Although employees stated they enjoyed helping the
residents, dependence in older age was viewed as a weakness for both themselves and
residents. Employees equated confidence, mental health, and self-esteem with one’s
ability to function. In this context, aging itself appears to be an impairment.
Gender of the residents also appeared to impact how employees responded to their
needs. In general, women were perceived, or expected, to be more independent than men.
For some, this was attributed to projecting the role of caregiver on female residents. One
employee stated:
“I always think women as a whole are stronger and I think that the men, a lot of
time are used to being taken care of by the women, so, I think that the women tend
to be a little more independent.”
Considering that all of the employees interviewed were female, it is possible that
employees projected their own feelings and expectations of caregiving onto the female
residents, resulting in an expectation of ability. One employee attributed this perceived
independence to a need to remain young. She stated:
“I think women want to fight for their youth a little bit more whereas men are
more accepting of it.”
In general, female residents were perceived to be more resilient than men. It is possible
that employees assumed aging expectations based on resident gender.
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Caregiver Validation and Reward. Data suggested that when interacting with residents,
employees:
a. valued their identity as an older adult caregiver,
b. viewed residents as vulnerable and sought to protect them, especially during the
COVID-19 pandemic,
c. feared for their own future limitations,
d. detached themselves from the aging process,
e. equated dependence with a decreased quality of life,
f. desired gratitude from the residents for services provided, and
g. sought approval through positive care interactions.
When employees felt needed, received gratitude from residents, and experienced the
desired positive interactions between caregiver and care receiver, employees received
validation. This validation created an environment of reward based on power dynamics
between employees and residents. Employees actively sought recognition from residents
who received care from them.
In power dynamic scenarios, it was crucial that residents fulfilled the expectation of
the employee. Most employees felt a connection with residents that fit the profile of a
“typical” nursing home resident. Preferable residents were compliant, long-living in age,
and grateful for the care provided by the employees. These residents “rewarded”
employees with positive interactions, which seemed to create a resident/caregiver codependence. Residents need assistance and employees depended on recognition and
gratitude from this assistance to feel successful in their role as caregiver.
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Overall, employees sought validation for the care provided to residents and received
reward when care interactions met their expectations. Residents were able to provide this
desired reward by being a certain age (typically older), having an appropriate diagnosis
for their age, and responding to employees in a positive manner.
Artifacts
A review of social media and policy artifacts concluded that the organization is
invested in aging research and the quality of life and wellness for their residents,
especially during the pandemic. Yet, there was no resident perspective present in research
topics, research trials, blog posts, or community events. Topics were mostly aimed
towards caregivers and members of the community. There was no representation from
current residents, or the direct care employees that provide care, and no platform for them
to share their aging experiences, especially during COVID-19. Wellness events and blog
posts targeted older adults not yet living in LTC. Although the organization is supportive
of the older adult community, LTC voices were missing from their public aging narrative.
Although artifacts did not appear to explicitly support ageism in the organization, the lack
of resident voices found in social media could point towards a culture of compassionate
ageism.
Discussion
Middle age adults, age 36-55, had statistically significant higher FSA scores than
younger adults (age 18-35) and older adults (age 56 and over). This result could be an
indication that middle age adults, at a stage closest to the older adult age bracket, are
reminded of their own mortality by working with older adults. Research has shown a
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positive association between ageism and end of life anxieties (Bergman et al., 2018). In
addition, a recent study found a correlation between high death anxiety and increased
levels of ageism among nurses working with older adults (Rababa et al., 2021).
Middle age adults in this study could have also begun experiencing ageism
themselves. Chasteen et al. (2020) discovered that middle age adults, as well as older age
adults, reported ageism in the workplace and also while seeking goods and services. It is
plausible that middle age adults are rejecting the aging process and attempting to
differentiate themselves from older adults. Middle age adults could also be making
efforts to age successfully, believing they have control over the aging process.
Qualitative data provided the strongest connection that sexist and ageist attitudes
exist among employees as it demonstrated that some employees had different
expectations of residents based on the residents’ gender, but a majority of employees
expected positive interactions when providing care for residents. When interviewed,
employees expressed a desire to care for and protect the residents. Fear for resident safety
is not surprising considering that since the beginning of the pandemic, COVID-19 has
been portrayed as an infectious disease that primarily affects older adults (Ayalon, 2020).
Although marked by good intentions, the desire to protect older adults can potentially
frame them as victims of the aging process. This victimization can lead to a corruption of
care which, based on statements expressed in the interviews, is not the intent of
employees.
Aging Detachment
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Many employees praised the positive relationships they had with residents, but
reported they would not live in a nursing home if given the opportunity. There was little
acknowledgement of the fact that at some point employees could reside in a nursing
home or experience other signs of aging. Even though a majority of employees reported
pride in working with older adults in LTC, many employees shared plans to control the
aging process in an effort to maximize their own quality of life. Comments that conveyed
future attempts to control the aging process were reminiscent of Rowe and Kahn’s
successful aging model (1998) which could suggest that employees feel residents reside
in LTC due to a personal lack of effort to remain in the community. By detaching
themselves from the aging process, employees effectively “othered” the residents.
Power Dynamics
Results from this study suggested that employees sought positive care interactions
with residents. Most employees preferred to care for residents who appeared to need
assistance, were appreciative, and interacted with the employee in a positive way. When
this occurred, employees enjoyed relationships with these residents and enjoyed caring
for them on a continuous basis. Essentially, employees preferred to care for someone who
conformed to that employee’s expectations for care.
The nursing home is a controlled social environment. Residents are exposed to
people and situations chosen by leadership. Considering that health care professionals are
involved in intimate exchanges of care that include personal hygiene and body
management, it is plausible that care relationship experiences have the potential to shape
one’s perceptions of the other, which can impact the way the care is given and received

73

(Bondi, 2008). As such, caregiver/care receiver dynamics can be fragile and vulnerable to
negativity if the caregiver carries age bias (Drewniak et al., 2017). For example, implicit
age bias could lead to various forms of elder abuse and impact the self-concept of the
resident.
Implications for Geriatric Practice
There are many ways geriatricians and health care professionals can work towards
serving long-living adults with less implicit bias regarding age, gender, disability, culture,
and other identities and backgrounds. Critiquing and changing how health care
professionals are educated is a good place to begin. Progress in geriatric training within
curricula across various health professions continues to lag behind need for increased
aging services (Bardach & Rowles, 2012). For example, physicians receive at least three
times more medical training focused on pediatrics than geriatrics, with many physicians
receiving no formal training in geriatrics (Bardach & Rowles; Inouye, 2021). Other
examples include the shortage of gerontological content within the U.S. nursing curricula.
Dentistry lacks national geriatric competency guidelines (Bardach & Rowles). Although
most physical therapy programs include aging content in existing courses, only 10% offer
a formal geriatrics course (Bardach & Rowles). Recognizing the unique situations of each
individual, and coordinating care to enhance strengths, not aging stereotypes, will
increase the quality of life for residents in LTC.
Limitations
Limitations of this study included a small sample size and limited employee
availability and data collection due to the current pandemic. First, the primary researcher
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was only able to recruit virtually via email, which could have impacted the return rate.
Depending on work schedules and responsibilities, some employees may have had
varying access to email. Second, the organization was located in New England, thus it
cannot be assumed that the results are applicable to other areas of the United States.
Third, the primary researcher originally intended to conduct observations of residentcaregiver interactions. Observations would have allowed the primary researcher a point
of data that was not self-reported.
Conclusion
Ageism, sexism, and ableism are pervasive forces that underlie and shape the
lives of long-living people and the views they hold of themselves (Duffy, 2017).
Research suggests that women, long-living individuals, and people with disabilities do
not fit societal expectations (Browne, 1998; Garland-Thomson, 2011), potentially leading
to prejudice and discrimination (Calasanti, 2004; Gibbons, 2016). An anti-ageist,
intersectional framework, which FDT and CY provide, can shift our health paradigm and
redesign a long-term health care system that can improve health outcomes for all
identities, ensuring equitable access to health needs and removal of outdated facility
policies. Future research should continue to explore employee attitudes toward aging,
resident attitudes toward their own aging, and relationships between residents and
employees providing intimate care.
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Table 1
Range of FSA
Factors
N
Antilocution
Avoidance
Discrimination

Range

Min

Max

15
12
10

11
11
11

26
23
21

56
56
56

Mean
19.00
15.50
16.04

Std.
Devi.
3.97
3.01
2.77

Skewness

Kurtosis

-.119
.489
-.065

-.925
-.369
-1.01

Table 2
FSA Overall Score by Young Adults, Adults, and Older Adults
Variable

N

FSA Mean

Std. Deviation

Younger Adults (18-35)
Middle Age Adults (36-55)
Older Adults (56 and over)
Total

9
30
17
56

49.33
52.97
46.76
50.50

6.08
8.66
7.85
8.41

Figure 1
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The rise of compassionate ageism:
Long-term care employees’ attitudes toward aging during COVID-19
Abstract
Objectives: Research suggests that ageist beliefs and behaviors have increased since the
onset of the novel coronavirus 2019 (COVID-19). Considering that COVID-19 has taken
a particularly heavy toll on long-term care (LTC) residents, this study examined if LTC
employee perceptions of aging were influenced by working in a LTC facility during the
pandemic. Methods: Qualitative data collection included thirty minute interviews with
21 LTC employees in the Boston, Massachusetts area including ten nurses, three nursing
assistants, four clinical coordinators, two social workers, one recreation therapist, and one
registered dietitian. Results: An increase in perceptions and behaviors representative of
compassionate ageism (CA) were self-reported among participants. Discussion: The
current study demonstrates how an increase in CA among employees was perpetuated by
the COVID-19 pandemic. Allied health and nursing professionals should be mindful of
attitudes toward aging and how health events can reinforce ageist beliefs and behaviors.
Opportunities for recreation therapists to lead anti-ageist efforts in LTC are identified.
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Introduction
The Coronavirus disease 2019 (COVID-19) has taken a significant toll on longterm care (LTC) facilities around the world.1 For example, almost 80% of Canada’s2
COVID-19 related deaths are linked to LTC. Half of the COVID-19 related deaths in
Europe,3 and 35% of the U.S. fatalities4 are occurring in LTC facilities. These facilities
have experienced a significant loss,1 which can potentially influence LTC employee’s
perceptions of the residents they care for. Considering that 23.4% of Certified
Therapeutic Recreation Specialist (CTRSs) are employed in skilled nursing or assisted
living facilities, and 25.8% identify LTC as their primary level of service5, this topic
should be of concern to the profession.
COVID-19 and Long-term Care
The current investigation took place between August 25, 2020 and September 18,
2020, in the midst of the pandemic. By September 18, 2020, there were more than
940,000 COVID-19-related deaths worldwide.6 The United States experienced extremely
high rates of complications and death among older adults,7 which has exposed the
potential for ageism to directly impact aging health outcomes.8,9 Ageism is defined as
stereotypes, prejudice, and discrimination toward people because of their age.9 While
LTC facilities have seen an increase in COVID-19 related fatalities,1 chronological age
should not be the only factor for allocating medical care.10 The impact of COVID-19 on
the public is not the result of age alone, but also demographical, environmental, and
epidemiological factors.1
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LTC facilities are already stigmatized settings and the associations that the public
and the media make with residential care is usually negative.11 Considering that LTC
employees participate in intimate care exchanges with older adults, and interact with
them on a daily basis, it is important to not only understand employees’ attitudes toward
aging, but how these attitudes have been impacted by the current pandemic. Accordingly,
this qualitative inquiry explores LTC employee’s attitudes toward aging during a segment
of the COVID-19 pandemic.
Researchers utilized a theoretical framework of feminist disability theory (FDT)12
and compulsory youthfulness (CY)13 to investigate LTC employees’ perceptions of aging
during the pandemic. FDT addresses systems of oppression and stereotypes and gives
voice to various intersectional experiences through representation,12 while CY highlights
the ways ableism and ageism intersect within the ‘successful aging’ paradigm.13
Together, FDT and CY provide a framework ideal for examining attitudes towards aging
and can guide LTC by addressing multicultural experiences, societal stereotypes, and
discrimination faced by aging minority groups.
Methods
The aim of the study was to explore if employees’ perceptions of aging have been
influenced by working in a LTC facility during the COVID-19 pandemic. Approval for
this study was granted by a university Institutional Review Board prior to participant
recruitment and data collection.
The study focused on qualitative data collection and analysis. The sampling
procedure was a mix of both convenient and purposeful sampling with employees in the
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nursing, social work, expressive arts therapy, nutrition, and life enhancement
departments. Interviews were conducted much like a conversation and followed a semistructured design.14 If participants provided vague or tentative responses, the researcher
probed for more information.
The primary researcher facilitated all interviews which began with the prompt,
“Tell me what it is like to work in long-term care during the current pandemic.” and then
followed by questions listed: Has your perception of aging changed (if at all)? Over the
past few months, what kind of care have you been providing? How much direct contact
do you currently have with residents? How has the care you usually provide changed (if
at all)? Has your perception of residents changed (if at all)? Has your perception of your
job changed (if at all)?
Participants
LTC employees were recruited from a top-rated New England area facility.
Employees were sent an e-mail providing information about the study and were invited to
attend a virtual informational session. The email also included a link to the informed
consent. Those interested in participating completed the informed consent and provided
their contact information.
Procedure
All interviews were audio recorded using a recording device, transcribed verbatim
by an outside agency, reviewed by the primary researcher, and organized using QSR
Nvivo qualitative data analysis software.14 The interview data was analyzed using open
coding, axial coding, then thematic analysis.14,15 The open coding process yielded first

85

level codes related to age and the pandemic. Codes were then collapsed the into broader
themes by identifying patterns of thoughts and common phrases.15 A secondary
researcher reviewed transcripts, confirmed patterns, and assisted in axial coding. This
process yielded the final themes that best expressed concepts expressed by employees. 15
The coding process was conducted by the primary researcher and reviewed for credibility
and rigor through peer debriefing with two secondary researchers.16
Results
A total of 21 LTC employees completed a 30-45 minute phone interview with the
primary researcher between August 25, 2020 and September 18, 2020. Employees were
all female, full-time, part-time, or per diem, between the ages of 18 and 65, and identified
as: nurses (10), clinical coordinators (4), nursing assistants (3), social workers (2), a
recreational therapist (1), and a dietitian (1). Analysis of the interview data yielded three
qualitative themes including Vulnerability, Fear, and Protection.
Vulnerability
Employees often made statements describing residents as vulnerable with some
employees finding vulnerability of residents a positive trait. One participant drew a
similarity between the terms “vulnerability” and “childlike”, stating that overall, they
preferred to work with residents that appeared as such.
“They're just so vulnerable and almost childlike. That just like I feel a sense of
protection towards them. I want to be their protector.”

86

While most employees saw the residents as vulnerable during the COVID-19
pandemic, one employee was surprised by some of the residents’ resiliency, which
seemed to be in direct contrast to how they typically viewed the residents:
“I think they are stronger than I thought they were, and I always thought they were
strong. But some of them will say to us, like, "It'll be okay, we're going to get
through it." One did say “I've been through worse. I've been through, the
depression”, or things like that, where we didn't know what was ahead and we did
it. Yes you're right, you did it.
It seems the pandemic shed light on past experiences of the residents and realization that
this was not the first world crisis the older generation has faced.
Protection
Feelings of vulnerability towards residents was often accompanied by a desire to
protect. It appeared that vulnerability and protection went hand in hand when describing
some residents. Not only did employees respond that they felt a desire to protect
residents, they found value in the role of “protector”. Some employees justified their
protectiveness by projecting gratefulness onto the residents they cared for, stating that
residents were thankful for the protection provided by employees.
“When they feel that they're being protected, that we're watching over them, they
definitely are less fearful. You can feel the difference.”
The need to protect the residents was intensified by fear of the pandemic.
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“It was at first really scary and then I was more worried about protecting them
than protecting myself and making sure that I wasn't passing around COVID
positive to any of those residents too.”
For some, responsibility for resident well-being was greater than self-preservation. Most
employees considered residents extended family and did express a genuine care and
concern for the residents.
Fear
Fear for resident safety is not surprising considering that since the beginning of
the pandemic, COVID-19 has been portrayed as an infectious disease that primarily
affects older adults.1 Overall, employees feared for the health and well-being of the
residents while perceiving them as vulnerable. This vulnerability and fear seemed to be
exacerbated by the pandemic, even though not all residents diagnosed with COVID-19 at
the facility died from the virus. When asked about caring for residents during COVID-19,
an employee stated:
“I see them as even more vulnerable than I did before. They were almost like a
captive audience. There was nothing they could do. They couldn't run, they
couldn't hide and they were so dependent on us to keep them safe and that's still
staying with me.”
Residents were viewed as not only vulnerable, but also helpless. COVID-19 appeared to
increase the perception of victimization among residents. Employees feared for the
residents, which increased the perception of resident vulnerability.
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“I think there was a lot of fear going on and then we were approaching you with
all this equipment on. You had to be extra compassionate with them and use your
eyes or your touch to comfort somebody. Yes, it was scary for them and scary for
us.”
Ultimately, employees feared for the safety of the residents during COVID-19 and felt a
responsibility to comfort them and keep them safe.
Compassionate Ageism
All themes aligned with the concept of CA, which is the belief that all older
adults, regardless of overall health or ability, are vulnerable and require special policies
to help and protect them.17 A significant majority of employees interviewed expressed
affection for the residents in their care. Often, residents were referred to as “family” and
the organization was called “home away from home”. Employees perceived residents to
be vulnerable and for some, vulnerability was the reason for their career choice.
Employees also had a desire to protect the residents they cared for, especially those who
appeared to face a cognitive decline.
The need to protect the residents was heightened by the fear of COVID-19.
Employees feared for resident safety, which in turn increased perceptions of resident
vulnerability and the need to protect residents. Essentially, the pandemic reinforced
perceptions of vulnerability and protection towards LTC residents, which by definition, is
CA. Although marked by good intentions, as seen in the data, the desire to protect LTC
residents can potentially frame them as victims of the aging process,17 which can lead to a
potential corruption of care.
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Discussion
Results of this study found that employees cared deeply for residents, yet also
displayed ageist attitudes. Employees viewed residents as vulnerable and expressed a
need to protect those in their care. These expressions of CA, which originate from a
paternalistic culture17, appeared to be exacerbated by fear of the current pandemic. FDT
and CY lend hand to understanding this phenomenon. Older adults are often considered
misplaced as they move away from the more desirable youth oriented culture.
Employees’ assumptions that all residents are vulnerable because they reside in a nursing
home is a reflection of the value placed on youth and the ability to appear young.
Although the older generation has lived through a depression and many other hardships,
it is assumed older and long living adults are more at risk simply because of their age.
While it is true that LTC residents continue to be at a higher a risk than other age
groups, the risk of COVID-19 is not based on age alone. Risk based on age rather than
disease or other conditions promotes ageist attitudes, which many professionals in the
LTC field,9 and the media,11 rarely recognize. For example, most LTC facilities instituted
a blanket restriction on family visitors, which, instead of protecting residents, put them at
further risk for isolation. Residents were left in confinement which intensified the
perception of vulnerability,1 and the outbreaks in LTC continued.18
A relatively small proportion of individuals 65 years or older live in LTC
facilities, yet the effects of COVID-19 have been detrimental in this area of healthcare
services.10 Aside from chronic conditions and co-morbidities, it is possible that the higher
number of COVID-19 cases in LTC is due to facility architecture, quality of care, and/or

90

the failure to provide LTC with the same level of pandemic planning attention as acute
and critical care settings.1,10 This poses an ethical dilemma in implying that older lives
may be worth less than younger ones19 and could be the reason data from this study
revealed an increase in CA among employees during the pandemic.
Implications
Recreational therapists (RTs) have the opportunity to lead allied health and
nursing professionals regarding anti-ageism efforts in LTC. The profession embraces a
definition of health that utilizes client strengths, well-being, and self-confidence and
promotes a holistic approach to care.20 Therefore, RT is well equipped to advocate for
resident voices in decision making and care practices. Shifting perspective from “I am
here to help you and I expect you to accept my help” to “I can be here to offer help if you
want it” is a way to challenge ingrained narratives of vulnerability in LTC17 and also
embrace the American Therapeutic Recreation Association’s (ATRA) Code of Ethics. 21
Principles one (beneficence) and three (autonomy) can be applied to efforts to change
socioenvironmental factors leading to perceptions of resident vulnerability in LTC.
Beneficence addresses minimizing possible harm, while Autonomy states that RTs have
the duty to respect the right of each client to make their own decisions.21 CA creates a
culture of harm that reinforces antiquated and patriarchal beliefs and policies, which in
turn minimize residents’ autonomy. By combatting CA, RTs are upholding both of these
ethical principles.
As COVID-19 continues to impact LTC, there is an opportunity for RTs to
identify barriers to care and create policies that focus on resident individuality and
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multiculturalism. RTs should identify issues affecting the health and well-being of older
adults, actively promote awareness of CA, and work to influence policy at both the local
and national levels. Combatting negative age stereotyping through advocacy work can
unite policy makers, family members, and residents towards common goals and actively
prioritize the inclusion of LTC residents’ diverse perspectives. On a professional level,
RTs can educate themselves on the aging process and reflect on implicit biases. On an
organizational level, RTs can promote anti-ageism by educating leadership and
promoting mandatory anti-ageism training for all staff. Considering that more than half of
RTs work in clinical service settings that serve older adults,5 and many of them co-treat
with medical and allied health professionals, an argument can be made that anti-ageism
advocacy is not only a responsibility, but also within the RT scope of practice.
Limitations
While findings of this study assisted in understanding LTC employees’ attitudes
toward aging, it is not without limitations. Most significant is the small number of
employees willing or available to be interviewed. Depending on work schedules and
responsibilities, especially during the pandemic, some employees may have had varying
access to email. Also, due to social distancing, the primary investigator was unable to
visit the facility and recruit in person which could have impacted the response rate.
Second, the organization was located in Boston, Massachusetts, thus it cannot be
assumed that the results are applicable to other areas of the United States.
Conclusion
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Overall, this study’s findings reported attitudes of CA among a sample of LTC
employees. Although protecting older adults from COVID-19 is critical, respecting and
supporting them during this pandemic is also important.22 Literature focused on COVID19 does not yet include the voices of older adults.23 Future research should include LTC
residents’ perspectives and experiences when others decided to help or implement LTC
policies pertaining to COVID-19. Resident experiences during the pandemic should not
be disregarded.
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CHAPTER SIX
Manuscript 3
Feminist disability theory:
A new perspective towards practice and research in long-term care

Abstract
Research suggests that individuals belonging to racial, sexual, or gender minority groups
are more likely to face health disparities, which can potentially lead to prejudice and
discrimination. Feminist disability theory (FDT) addresses issues of inequality by
critiquing socially constructed systems of gender, race, ethnicity, ability, class, and
sexuality. Although FDT can be used to examine inequalities associated with aging, the
theory is rarely used in long-term care research. This article reviews ways in which FDT
can support cultural humility and explain intersections of age, gender, and body diversity
in relation to the aging process.
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Introduction
In the first quarter of 2018, health care became the largest employer in the United
States, surpassing manufacturing and retail for the first time in history (Thompson, 2018).
This trend is driven mostly by the increasing number of persons over the age of 60
utilizing a majority of the nation’s health care services (Wyman et al., 2018). In the
United States, adults aged 65 or older account for 15% of the population, yet are
responsible for over 35% of total health care costs (Wyman et al.). The oldest members
of the “Baby Boomer” generation reached 73 years of age in 2019, requiring a significant
demand on the long-term care (LTC) industry (Mohl, 2019).
LTC provides critical support services for older adults (Scales & Lepore, 2020), a
population growing in diversity. By 2050, roughly 42% of people aged 65 and older will
identify as people of color (POC). By 2030, the number of people aged 65 and older who
identify as lesbian, gay, bisexual, and transgender (LGBTQ) is estimated to double (FoxGrage, 2016). In addition, more than half of the 65 and older population is currently
female, with women ages 85 and older outnumbering men two to one (Pew Research
Center, 2016). Research has suggested that practitioners’ unconscious negative attitudes
toward race, ethnicity, gender, age, or disability could impact the quality of care received
by clients (Drewniak et al., 2017; Wyman et al., 2018) .
Attitudes toward age, gender, and other identifying factors are perpetuated by a
variety of psychological, cultural, and environmental forces (Ayalon & Tesch-Römer,
2018; Browne, 1998; Martens et al., 2005). Considering that personal perceptions are
influenced at a young age by culture and tradition, it is not surprising that most times we
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are unaware of intimate biases (Ayalon & Tesch-Römer). Personal unconscious
stereotypes, attitudes, or negative evaluations toward a certain social group is most
commonly known as implicit bias (Byrne & Tanesini, 2015). One can unconsciously
associate members of a certain social group with a set of characteristics that may or not
be true among a majority of the group (Byrne & Tanesini), such as associating older
adults with grumpiness and young adults with laziness.
As care needs increase with age, and health care disparities among minority
groups continue to exist (Drewniak et al., 2017), LTC services will need to reflect the
diversity represented in the growing older adult population. Thus, LTC research,
especially studies that explore attitudes and behaviors of health care professionals, should
also mirror the intersection of these identities. Feminist disability theory (FDT) can assist
in future LTC research aimed at exploring critical relationships between race, gender,
disability, age, and health.
The purpose of this article is to discuss FDT as a viable framework for LTC
research and practice. The development of FDT as a cultural critique of social systems
will be presented in the context of intersectionality, ageism, and cultural humility.
Applications for future research and professional practice will be introduced.
Feminist Disability Theory
Rosemarie Garland-Thomson first introduced the field of feminist disability
studies in 1997 (Hall, 2011). Feminist disability studies confronts the ways in which we
understand human diversity, the body, and social formations that interpret bodily
differences (Garland-Thomson, 2002). Feminist disability theory (FDT) offers a cultural
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critique of how socially constructed systems of gender, race, ethnicity, ability, class, and
sexuality construct and contradict one another (Garland-Thomson, 2001, 2002). The aim
of FDT research is to challenge stereotypes and give voice to various intersectional
experiences through representation, focus on the body, and the politics of medicalization
and appearance of the female and disabled body (Garland-Thomson, 2005, 2011).
Although the focus of FDT has been primarily on the experience of being
disabled and female, there is a relationship to the aging process. As Garland-Thomson
(2005) states:
Seldom do we see disability presented as an integral part of one’s embodiment,
character, life, and way of relating to the world. Instead, we learn to understand
disability as something that is wrong with someone, as an exceptional and
escapable calamity rather than as what is perhaps the most universal of human
experiences. After all, if we live long enough, we will all become disabled. (p.
1568)
At its core, FDT interprets disability as a cultural issue rather than a medical or individual
issue and examines the power relation within that construct (Garland-Thomson, 2011).
Disability is representational rather than a flaw, a topic suitable for a wide range of
inquiries and research (Garland-Thomson). Disability is also substantial among longliving individuals and often increases with age (Park-Lee et al., 2012). Similar to
disability, old age is rarely viewed as a positive way to relate to the world. Yet, in light of
the fact that all individuals age, the aging experience should be considered the most
universal of human experiences, regardless of social status or identity (Ayalon & Tesch-
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Römer, 2018; Lagacé et al., 2012). Age, as well as gender, dis/ability, and race is often an
influencing factor in one’s identity, which creates an intersection unique to each
individual.
Intersections of Identity
Often there can be an intersection between social groups as individuals identify in
more than one social group (Krekula et al.). Intersectionality acknowledges that
individuals or groups who identify with various social categories, which have historically
been oppressed, can experience an intersection of multiple inequalities (Walby et al.,
2012), resulting in discrimination that is greater than the sum of its parts (Crenshaw,
1989). Intersectional theory addresses the overlapping systems of disadvantage
individuals face due to their gender, class, race, religion, sexual orientation, or other
identity markers (Walby et al.). The combination of age and gender creates an
intersection that has not yet been addressed in LTC research.
FDT, which addresses the social inequities of being both female and disabled in a
patriarchal society that values youth and ability (Wendell, 1989), is ideal for addressing
sensitive intersections of identity. When combined with gerontological research, FDT can
be used as a tool to re-conceptualize issues around gender, age, and disability and
improve the lives of older and long-living adults.
Pairing FDT with LTC research is timely as the field of geriatrics copes with
significant losses from the Coronavirus disease (COVID-19) (Dwolatzky, 2020).
Geriatricians and gerontologists have an opportunity to lead and promote awareness of
age discrimination in health care and the variety of individuals which comprise the oldest
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generation. Social determinants of health, such as food insecurities, living conditions, and
cultural beliefs and habits, influence morbidities and comorbidities (D’cruz & Banerjee,
2020). While the biological process of aging could be considered a direct risk to health
and wellness (Cohen et al., 2020), ageism and gender discrimination are indirect risks
which can influence allocation of resources and the prioritization of older adults in health
care (D’cruz & Banerjee). FDT can be used to not only explore ageist and sexist
stereotypes, but also bring a voice to older adults currently experiencing age and/or
gender discrimination in LTC.
Ageism
Age like disability, is largely socially constructed (Wendell, 1989). When Robert
Butler first introduced the concept of ageism in 1969, it was with the intention to
highlight the forms of marginalization to which aging and long-living adults are exposed
(Krekula et al., 2018). Ageism influences the social, economic, and political process of
aging, socially imposing an inferior status on individuals as they age (Carney & Gray,
2015; Morell, 2004). The impact of the intersection of age and other marginalized social
groups is cumulative. Long-living people with impairments, dementia, disability, or
limited economic resources are among the lowest status in society (Carney & Gray).
Given that negative stereotypes of aging are common in our culture, it is not
surprising that health care professionals have also exhibited them (Chrisler et al., 2016).
Studies of physicians and medical students show that they may express negative and
positive aspects of stereotypes of long-living adults (Chrisler et al.). More importantly,
the presence of these negative attitudes toward aging have shown to cause stress in aging
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adults (Bellingtier & Neupert, 2016). Research dedicated to exploring attitudes toward
aging within LTC employees could be beneficial in creating an inclusive care
environment for clients of all identities. Understanding aging attitudes of employees can
direct educational learning objectives for students and professionals. Learning objectives
can be used to promote an anti-ageist culture in LTC, which in turn can increase the
quality of life of residents.
Research in Long-term Care
Negative attitudes toward older adults persist in the health care community across
professional disciplines and care settings (Wyman et al., 2018). A systematic review
found that not only were ageist attitudes common among health care professionals, but
these negative perceptions of age influenced how older adults felt about themselves (São
José, & Amado, 2017). Negative attitudes are potential barriers to health equity and
health outcomes (Heyman et al., 2020; Inouye, 2021; Wurm et al., 2017), and ageism
may certainly be a contributing factor that leads to neglect or exploitation of older adults
(Band-Winterstein, 2015; Nelson, 2005).
Negative stereotypes of aging can also be found in studies of LTC staff (Buttigieg
et al., 2018; Lagacé et al., 2012; Zimmerman et al., 2016). One study found that assistant
nursing personnel held significantly higher negative attitudes towards older adults when
compared to nurses (Gallagher et al., 2006), while Dobbs et al. (2008) found that family
members and staff members in residential care and assisted living held negative attitudes
about aging. The most common indicator of ageism was the use of infantile language,
otherwise known as elderspeak (Dobbs et al.). Zimmerman et al. found that structures and
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processes of care unique to LTC can promote a stigma of aging. Only one study found
LTC healthcare assistants to hold positive attitudes toward aging. Coffey and Whitehead
(2015) found that healthcare assistants in Ireland generally held a positive attitude of
older people as measured by the Attitudes toward Older People Scale, but only when
there was greater knowledge about the aging process. There was a relationship between
greater knowledge of aging and positive attitudes among participants.
Years of research suggests that ageism and explicit bias exist in a wide spectrum
of health care services (Chapman et al., 2013; São Jose & Amado, 2017; Drewniak et al.,
2017), yet there are gaps in the literature concerning employee attitudes toward health
disparities of older adults (Buttigeig et al., 2018). Specifically, topics regarding the aging
experience of minorities (e.g., women, LGBTQ, POC) receiving LTC services and the
attitudes of direct care workers towards these groups, needs to be examined. Research
suggests that not only do minority patients face disparities regarding access to health
care, health outcomes, and mortality, but many health care professionals carry some level
of implicit bias against minorities (Drewniak et al., 2017), aging adults (Wyman et al.,
2018), and aging adult women (Hooyman, 2015). Understanding health disparities
requires individuals to closely reflect on their perceptions of those for whom they care
(Yeager et al., 2013).
Examining the environment, context, and culture of individuals experiencing
health disparities can assist future LTC research foci (Yeager et al.). There is opportunity
for research to examine how aging attitudes among LTC employees intersect with care
receivers’ identities and cultural experiences. Health care professionals are involved in
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intimate exchanges of care that include personal hygiene and body management. Care
relationship experiences are more likely to shape one’s perceptions of the other, which
can impact the way the care is given and received (Bondi, 2008). As such, caregiver/care
receiver dynamics can be fragile and vulnerable to negativity if the caregiver carries age
bias (Drewniak et al., 2017). For example, implicit age bias could lead to various forms
of elder abuse and impact the self-esteem of the resident. Humility is needed to
acknowledge and explore any power imbalances that result from implicit bias (Yeager et
al.).
Cultural Humility
Multicultural competencies have been supported in the areas of education,
training, research, and practice in health care (Hook et al., 2013). Cultural competence is
well known in the medical and public health fields as a way of reducing health disparities
and providing person-centered care by acknowledging the culturally diverse needs of
clients (Lekas et al., 2020). Yet, cultural competence, which suggests culture derives
from a core set of unchanging beliefs and values, has limitations. It lacks
acknowledgement that culture and cultural experiences can change over time, which
places one is at risk of contributing to social stereotypes and an imbalance of power
between clients and providers (Lekas et al.). Cultural humility, in place of traditional
cultural competence, offers a construct for understanding and continuously developing a
process-oriented approach to care and culture (Hook et al., 2013).
Cultural humility is an on-going process of holding social structures and systems
of managing resources accountable and understanding and addressing power imbalances
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(Tervalon & Murray-García, 1998) which mirrors the purpose of FDT (GarlandThomson, 2002). Cultural humility should be considered as a way to understand the lived
experiences of older and long-living adults. Individuals interested in practicing cultural
humility are encouraged to commit to self-evaluation and self-critique and develop
partnerships with people and groups who advocate for others (Tervalon & MurrayGarcía). Traditionally, this process has been used to understand race and/or ethnicity.
Yet, the practice of cultural humility, which pertains to minority groups “othered” by
society, can also be applied to gender, disability, and age. The purpose of cultural
humility is to learn more about the experiences and cultural identities of others, thus
increasing the quality of interactions with patients, clients, and residents. Older age,
disability, gender non-conforming, and female are minority identities as individuals
belonging to these identities are often othered, or considered an ‘out group’, in a
patriarchal society.
FDT is well suited to support cultural humility training, education, and research in
LTC. By practicing cultural humility, practitioners can begin to reflect on their own
biases and question traditional LTC policies and regulations. As client advocates, health
care professionals have a responsibility to be mindful of potential power imbalances in
client/caregiver relationships. Considering that cultural humility and FDT both seek to
acknowledge and address the intersectional identities of minority groups, FDT can assist
in assessing levels of multiculturalism and reflexivity in staff development and policy
development.
Feminist Disability Theory in Health Care
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FDT seeks to create a social justice shift by reimagining disability (GarlandThomson, 2005). A similar shift in perspective can also be applied to practitioner and
researcher efforts to combat stereotypes among long-living clients in health care (Pohl &
Boyd, 1993). For example, the risk for developing a severe illness from Coronavirus
disease 2019 (COVID-19) has been shown to increase with age (Richardson et al., 2020)
which has led to numerous policies based on chronological aging (Ehni & Wahl, 2020).
LTC facilities, which commonly include older residents, have indeed seen an increase in
COVID-19 related fatalities (Faghanipour et al., 2020). Yet, chronological age alone is
not suitable for allocating medical care resources which can promote age discrimination
(Ehni & Wahl). As Ehni & Wahl argue: “Yes, (aging adults) are also more at risk for
severe illness from COVID-19, but by no means does this apply equally to everyone
above a specific chronological age. Those with preexisting conditions and significant
multimorbidity are particularly at risk” (p.2). The impact of COVID-19 on LTC facilities
is not the result of age alone, but also demographical, environmental, and
epidemiological factors (Faghanipour et al.).
The failure to protect LTC residents during the pandemic is a result of the deeplyrooted devaluation of care work that occurs at the intersection of ageism, ableism,
sexism, and racism (Faghanipour et al., 2020). As a result, LTC residents, and the staff
that care for them, are viewed as expendable (Ehni & Wahl, 2020) which has been
evident during the pandemic. Many LTC facilities were forced to reuse personal
protective equipment while resources were funneled to hospitals and intensive care units
(Faghanipour et al.). In some cases, residents were denied hospital care when then
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contracted the virus (Faganipour et al.). As the needs for older adults and direct care
workers remain largely unaddressed, FDT can shed light on discriminatory practices and
refocus the conversation to intersectional needs of individuals residents, not just older
adults as a whole. FDT can also encourage the value of direct care workers and the
services they provide. Those who bathe, feed, and dress residents are often among the
lowest in the healthcare labor hierarchy as care work is considered low-skilled by nature
(Faganipour et al.). Such a feminized career choice is poorly paid and often
disproportionately overrepresented by women of color as older, disabled bodies are
perceived to have outlived their usefulness (Faganipour et al.). As long as frailty and
dependency are perceived as a burden, older age and disability are at risk of being
perceived as negative.
The assessment and explanation of employees’ attitudes toward aging, gender,
and disability among residents in LTC can be aided by FDT. Potential negative attitudes
and behaviors in LTC could be the result of culturally constructed roles and definitions of
acceptable aging for certain social groups. For example, long-living adults who find
themselves in institutional care could be assumed to be at fault for their increased need of
assistance (Chrisler et al., 2016). Negative aging attitudes, such as the previous example,
not only make it easier for the perceiver to disregard the welfare and humanity of longliving adults (Nelson, 2005), but also impact long-living adults’ physical and mental
health and well-being by limiting autonomy and access to health care (Bellingtier &
Neupert, 2016; Chrisler et al.).
Applications for Practice

108

There are many ways health care professionals can work towards serving longliving adults with less implicit bias regarding age, gender, disability, culture, and other
identities and backgrounds. Critiquing and changing how health care professionals are
educated is a great place to begin. Progress in geriatric training within curricula across
various health professions continues to lag behind need for increased aging services
(Bardach & Rowles, 2012). For example, physicians receive at least three times more
medical training focused on pediatrics than geriatrics, with many physicians receiving no
formal training in geriatrics (Bardach & Rowles; Inouye, 2021). Other examples include
the shortage of gerontological content within the U.S. nursing curricula. Dentistry lacks
national geriatric competency guidelines (Bardach & Rowles). Although most physical
therapy programs include aging content in existing courses, only 10% offer a formal
geriatrics course (Bardach & Rowles).
Limited gerontological training in various health care disciplines suggests that
health professionals are inadequately prepared to meet the needs of the older adult
population (Bardach & Rowles, 2012). Furthermore, misinformation or lack of
information about older adults and their diverse needs disseminated from a health care
profession or field of research can perpetuate the attitude that the population is
expendable (Inouye, 2021). For example, if there is more medical information about the
pediatric age group of 0-17 than the geriatric age group of 65-100+, individuals might
deduce that the pediatric age group is more important, as more time and effort have been
put forth to study the needs of that group.
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Just as the practice of cultural humility is poised to integrate age as identity, FDT
can assist with understanding aging as a process, rather than a state (Twigg & Martin).
Reflexivity as part of cultural humility can encourage the on-going process of selfevaluation. Health care professionals should practice reflexivity to continually assess
their own attitudes toward cultural differences (Carter et al., 2020) and integrate age into
conversations about identity and culture (Twigg & Martin, 2014).
It may appear that shifting aging conversations from topics of frailty and social
exclusion to topics of identity and culture derail us from traditional gerontology focused
on the inequitable politics of aging (Twigg & Martin, 2014). Yet, including cultural
humility in gerontology allows us to examine how new social movements also apply to
age (Twigg & Martin). Explicit ageism, such as fictional and/or media representation that
teach people to fear aging, exists within our culture, which was evident during the current
pandemic (Twigg & Martin). COVID-19 not only highlighted existing age discrimination
and racial health disparities in the United States, but also unveiled a deep-seeded culture
of dread surrounding the aging process.
An anti-ageist, intersectional framework, which FDT provides, can shift our
health paradigm and redesign a long-term health care system that can improve health
outcomes for all identities, ensuring equitable access to health needs and removal of
outdated facility policies. In some LTC facilities, for example, residents are weighed
weekly. Although weight is intended to be used as a quality of care indicator, forced
weekly “weigh-ins” could impact resident self-esteem and eating habits, considering the
value our culture places on thinness especially for women (Corrigan, 2015). Forced
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weekly weigh-ins could be considered sexist as the impact could disproportionately affect
older females, who comprise the majority of LTC residents. Also, when first entering a
nursing home, most residents are required to use a wheelchair as their mobility is
assessed. Few are cleared to walk independently. Policies such as this were developed to
ensure the safety of the resident, but instead places the resident at risk for functional
decline which can impact their overall health (Requejo et al., 2015). Restricting residents
from their preferred choice of ambulation, simply due to a facility policy that does not
consider individuals strengths, could be considered ableist.
Most recently, during the pandemic, LTC facilities imposed a blanket restriction
of family visitors. In many instances this policy was unable to protect the residents and
instead left them confined, without family advocates, which intensified isolation and
loneliness (Faghanipour et al., 2020). Assuming that all residents are at risk of
contracting COVID-19 due to their age could be perceived as ageist. The examples above
highlight policies intended to keep residents safe, yet instead have placed their autonomy
and wellness at risk. Recognizing the unique situations of each individual, and
coordinating care to enhance strengths, not aging stereotypes, will increase the quality of
life for residents in LTC.
The authors propose a systemic application of FDT in LTC that addresses many
different components of care. Improved education and training in the diagnosis and
treatment of older adults can help decrease age related discrimination. Individual, team,
and organizational anti-ageist actions are outlined in Table 1 as well as suggestions for
education, research, and policy development. As a result of the pandemic, it is anticipated
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that the nursing home model is likely to undergo substantial changes (Gleckman &
Favreault, 2021). FDT can be used to launch this change in LTC through reflexivity,
cultural humility, and the prioritization of older adult and long living adult voices and
intersectionalities in research. Understanding residents’ perceptions of themselves and
how LTC regulations impact their sense of self is a step towards holding LTC systems
and policies culturally accountable and making necessary changes to benefit the wellbeing of our clients.

Table 1
Guidelines for using FDT to limit health disparities in LTC
Individual

Team

o
o
o
o
o
o
o
o

Organizational

Educational

o
o
o
o
o
o
o
o
o

Examine and acknowledge your own implicit bias
Ask purposeful questions for deeper self-reflection
Question the power dynamics of your care relationships
Address your intrinsic motivation for working with older
adults.
Become a cultural humility/multicultural advocate
Educate your team on historic power imbalances in the LTC
system.
Recognize negative power dynamics between caregivers and
residents
Role model interprofessional work and effective
communication with other professions
Avoid sub-specialized, fragmented care
Build a safety net to avoid missed opportunities for care
Role model authenticity and genuineness
Utilize community/patient educators
Utilize interdisciplinary groups
Attend to social-cultural issues, including anxiety, fear, and
distrust
Establish incentives for person-centered care
Require courses and field work specific to aging studies for
medical and allied health professionals
Require continuing education based on recent anti-ageist
research for certification
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Research and Policy

o Include anti-ageism and cultural humility training in staff
development rotations
o Involve geriatricians in study designs and staff training
o Address barriers to research participation
o Avoid addressing research by chronological age alone (include
minority status and cultural experiences)
o Examine traditional ways of assessing and evaluating health
outcomes (i.e., weight as an indicator of health)
o Include age in research that focuses on cultural humility
o Include resident voices, not only families, in research that
focuses on perceptions and lived experiences

Recommendations for Future Research
While significant research suggests that nurses, physicians, and health care
students commonly carry implicit bias towards the aging population (Blackwood &
Sweet, 2017; Eymard, 2012; Kagan & Melendez-Torres, 2015), research to date has
failed to explore the attitudes and behaviors of LTC employees and the intersections
between age and other forms of oppression, such as those based on gender or disability
(São Jose & Amado, 2017). FDT can provide the framework for examining health
disparities among POC, LGBTQ, women, and other minority groups served through LTC
services.
For example, FDT can be used to assess how caregivers’ attitudes toward aging
influence residents’ perceptions of themselves. Considering that direct care workers
spend much intimate time with residents, it is plausible that caregiver attitudes could
impact residents’ sense of self. Assessment and evaluation can also be an area of
investigation. Ways in which we communicate with residents, record progress, and create
benchmarks for care rarely include cultural considerations. Adapting assessment
instruments to account for various identities could increase the quality of care provided.
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Conclusion
A feminist disability analysis of LTC employee attitudes towards aging can
potentially improve public and private policies in health care and LTC and respond to the
needs of all clients (Kellehear et al., 2019; Calasanti, 2004). By first understanding LTC
employees’ attitudes about age, and how these attitudes are enacted toward residents, we
can begin to improve the quality of life of diverse residents. Considering that a majority
of older adults rely on LTC services, there is a need for research designed to understand
the attitudes and behaviors of employees during their social and professional interactions
with residents.
Considering that the older adult population is growing in size and diversity, and
more long-living adults are utilizing LTC services, LTC research should be supported by
theories that examine various intersections of identity. Cultural humility is supported by
FDT and can be applied to research based on age, gender, race, ethnicity, and ability. By
utilizing a FDT framework in LTC research and practice, health care professionals will
be able to examine and possibly change their practices to reduce bias.
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CHAPTER SEVEN
RESULTS
The results chapter details the qualitative and quantitative data of the study. This
mixed methods, embedded, single-case study was designed to assess attitudes toward
aging among long-term care employees, determine if ageist attitudes exist, and explore if
resident gender impacts these attitudes. The following research questions were addressed:
R1: To what extent do ageist attitudes exist in a sample of employees in a long-term care
facility? (QUAL, QUAN)
R2: How have employee perceptions of aging been influenced by working in a long-term
care facility during the coronavirus 2019 (COVID-19) pandemic? (QUAL)
Findings were based on a survey (which included demographic questions and the
FSA), interviews, and cultural artifacts. Sixty employees agreed to participate in the
study, resulting in an approximate six percent return rate. Fifty-five employees completed
the survey in full within the study time frame. Twenty one employees completed both the
survey and a 30-minute phone interview with the primary researcher. Employees were
full-time, part-time, and per diem staff members in the nursing, social work, expressive
arts therapy, nutrition, and life enhancement departments who have the opportunity to
interact daily with residents in the facility. Interviews took place between August 25,
2020 and September 18, 2020. Cultural artifacts included eight COVID-19 focused blog
posts made available to the public between April 21, 2020 and October 23, 2020. The
LTC facility that served as the case for this study was located in New England. For a
complete review of data collection and methodologies, please see Chapter three.
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Quantitative Findings
The survey data, including descriptive information and FSA scores, were entered
into SPSS. Responses to the FSA were scored one through four for negative statements
and four through one for positive statements (Fraboni et al, 1990.). Unanswered items
were assigned a score of three as suggested by the FSA authors (Fraboni et al.). Higher
scores equal higher levels of ageism (Fraboni et al.).
A Shapiro-Wilk test was conducted on overall FSA scores. A Shapiro-Wilk test
did not detect a significant departure from normality for overall FSA scores, W(56) =
.975, p=.281,.
FSA: Antilocution, Avoidance, and Discrimination
The FSA is divided into three primary factors: Antilocution, Avoidance, and
Discrimination (Fraboni et al., 1990). Antilocution refers to remarks made against a
person, group, or community, which are not addressed directly to the target, Avoidance is
behavior of avoiding the targeted ‘out groups’, and Discrimination is prejudicial
treatment of the targeted ‘out groups’, which leads to significant disadvantages for the
targets of this behavior (Allport, 1979). Table 7.1 details the score variances for each
factor.

Table 7.1
Range of FSA
Factors
N
Antilocution
Avoidance
Discrimination

56
56
56

Range

Min

Max

15
12
10

11
11
11

26
23
21

122

Mean
19.00
15.50
16.04

Std.
Devi.
3.97
3.01
2.77

Skewness

Kurtosis

-.119
.489
-.065

-.925
-.369
-1.01

A Shapiro-Wilk test did not show a significant departure from normality for Antilocution
scores, W(56) = .963, p=.088. A Shapiro-Wilk test did show a significant departure from
normality for Avoidance scores, W(56) = .952, p=.027 and Discrimination scores, W(56)
= .954, p=.033.
Variables related to the study’s hypotheses included ‘highest level of education’,
‘years in LTC’, and ‘gender’. Variables ‘employment’, ‘nursing department versus nonnursing department’, ‘current position’, ‘age’, and ‘race’ were also investigated for
statistical differences in FSA scores between groups. Results are detailed below.
Highest Level of Education
Ho1: Ageist attitudes will be higher among participants with a high school education than
participants with a college degree as measured by FSA scores.
Ha1: Ageist attitudes as measured by FSA scores will not vary by educational level.
A one-way ANOVA, with post hoc option LSD, was conducted to determine if
there was a relationship between highest level of education and overall FSA scores. The
null hypothesis is rejected. Although the means test scores were higher among employees
with high school diplomas, and scores appeared to decrease on average with more
education (see Figure 7.1), there was not a statistically significant difference in FSA
scores by highest level of education, F (3, 54) = 1.029, p=.388.
Figure 7.1
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Overall, there was no statistical difference in FSA scores for those with a high school
diploma or GED (M=53.36, SD= 8.86) as compared to their counterparts with an
associate’s degree (M=52.67, SD=4.64), bachelor’s degree (M= 49.06, SD=8.90), or
master’s degree (M=50.42, SD=8.47). Levene’s Test of Homogeneity of Variances was
conducted and groups were determined to be homogenous (p=.400). See Table 7.2.

Table 7.2
FSA Overall Score by Highest Level of Education
Variable

N

FSA Mean

Std. Deviation

High School/GED
Associate’s Degree
Bachelor’s Degree
Master’s Degree
Total

11
9
17
18
55

53.36
52.67
49.06
48.78
50.42

8.86
4.64
8.90
9.16
8.47
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A one-way ANOVA was conducted to determine if there was a relationship between
highest level of education and FSA factor sub-scores: Antilocution and Discrimination.
There was not a statistically significant difference in Antilocution scores, F (3, 54) =
1.604, p=.200 or Discrimination scores, F (3, 54) = 1.376, p=.261 by highest level of
education. A Kruskal-Wallis H. test was conducted to determine if there was a
relationship between highest level of education and FSA factor sub-score Avoidance.
There was not a statistically significant difference in Avoidance scores, x2(3) = .031,
p=.999.
An independent samples t-test was conducted to determine if there was a
relationship between pre and post-secondary school and overall FSA scores. There was
not a statistically significant difference in FSA scores based on pre and post-secondary
school t(53, 1.298) = .181, p=.200. Overall, there was no statistical difference in FSA
scores between those with a diploma or GED (M=53.36, SD=8.86) and post-secondary
education (M=49.68, SD=8.31). Levene’s Test of Homogeneity of Variances was
conducted and the groups were determined to be homogenous, p=.673.
Years in LTC
Ho2: Ageist attitudes, as measured by FSA scores, will be lower among staff with higher
years of experience..
Ha2: Ageist attitudes as measured by FSA scores will not vary by years of experience in
long-term care.
A one-way ANOVA, with post hoc option LSD, was conducted to determine if
there was a relationship between years in LTC and overall FSA scores. The null
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hypothesis is rejected. Although it appeared scores decreased on average with more
experiences (see Figure 7.2), there was not a statistically significant difference in FSA
scores based on years in LTC, F (2, 54) = .511, p=.603.
Figure 7.2

Overall, there was no statistical difference in FSA scores for those with 0-4 years of
experience (M=52.00, SD=9.43), 5-14 years employed (M=50.32, SD=8.53), and 15 or
more years employed (M=49.00, SD=7.58). See Table 8.

Table 7.3
FSA Overall Score by Years in LTC
Variable

N

FSA Mean

Std. Deviation

0 - 4 years
5 – 9 years
15 or more years

16
22
17

52.00
50.32
49.00

9.44
8.53
7.58
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Total

55

50.42

8.45

A one-way ANOVA was conducted to determine if there was a relationship between
years in LTC and FSA factor sub-scores: Antilocution and Discrimination. There was not
a statistically significant difference in Antilocution scores, F(5, 54) = .353, p=.878, or
Discrimination scores, F(5, 54) = .559, p=.731 by years in LTC. A Kruskal-Wallis H. test
was conducted to determine if there was a relationship between years in LTC and FSA
factor sub-score Avoidance. There was not a statistically significant difference in
Avoidance scores, x2(5) = 6.595, p=.253.
Gender
Ho3: There will be no statistically significant differences between FSA scores of male
and female employees.
Ha3: There will be a significant statistical difference between FSA scores of male and
female employees.
Although sample size was very low for males, an independent samples t-test was
conducted to determine if there was a relationship between gender and overall FSA
scores. The null hypothesis is accepted. There was not a statistically significant difference
in FSA scores based on gender t(54, 2.328) = .315, p=.754. Overall, there was no
statistical difference in FSA scores between males (M= 52.00, SD = 7.21) and females
(M= 50.42, SD =8.53). Levene’s Test of Homogeneity of Variances was conducted and
the groups were determined to be homogenous, p=.620. See Table 7.4.

Table 7.4
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FSA Overall Score by Gender
Variable

N

FSA Mean

Std. Deviation

Male
Female

3
53

52.00
50.42

7.21
8.53

An independent samples t-test was conducted to determine if there was a
relationship between gender and FSA factor sub-scores: Antilocution, Avoidance, and
Discrimination. There was not a statistically significant difference in Antilocution scores,
t(54, 2.563) = .280, p=.658, Avoidance scores, t(54, 2.229) = .832, p=.627, or
Discrimination scores, t(54, 2.832) = .155, p=.299 by gender. A non-parametric test was
not conducted on Avoidance scores due to the difference in sample sizes between males
and females.
Employment
A one-way ANOVA, with post hoc option LSD, was conducted to determine if
there was a relationship between employment and overall FSA scores. Although the
average scores decreased weekly work hours increased, (see Figure 7.3) there was not a
statistically significant difference in FSA scores based on employment, F(2, 55) = 2.56,
p=.087.
Figure 7.3
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Overall, there was no statistical difference in FSA scores for per diem workers (M=60.33,
SD=3.79), as compared to part-time workers (M= 51.78, SD, 8.27), and full-time workers
(M=49.57, SD= 8.31). Levene’s Test of Homogeneity of Variances was conducted and
the groups were determined to be homogenous, p=.424. See Table 7.5.

Table 7.5
FSA Overall Score by Employment
Variable

N

FSA Mean

Std. Deviation

Per diem
Part-time
Full-time
Total

3
9
44
56

60.33
51.78
49.57
50.50

3.79
8.27
8.31
8.41

Department: Nursing versus non-nursing
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An independent samples t-test was conducted to determine if there was a
relationship between department (nursing and non-nursing) and overall FSA scores.
Although scores were lower for non-nursing employees, there was not a statistically
significant difference in FSA scores based on department, t(54,13.065) = -1.51, p=.137.
Overall, there was no statistical difference in FSA scores for those who worked in
nursing (M= 51.23, SD= 8.53) and those who did not work in nursing (M=46.67, SD=
6.96). Levene’s Test of Homogeneity of Variances was conducted and the groups were
determined to be homogenous, p=.245. See Table 7.6.

Table 7.6
FSA Overall Score by Department (Nursing Versus Non-Nursing)
Variable

N

FSA Mean

Std. Deviation

Non-Nursing
Nursing

9
47

46.67
51.23

6.96
8.53

Current Position
A one-way ANOVA, with post hoc option LSD, was conducted to determine if
there was a relationship between current position and overall FSA scores. There was not
a statistically significant difference in FSA scores based on current position F(6, 55) =
.481, p=.819.
Overall, there was no statistical difference in FSA scores for those who worked as
a nursing assistant (M= 51.76, SD= 9.15), a nurse (M=50.76, SD= 8.45), a clinical
coordinator (M= 51.80, SD= 8.38), an expressive art therapist (M= 48.00, SD=2.00), a
social worker (M=42.50, SD= 12.02), a life enhancement coordinator (M= 47.33, SD=
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9.71), or a dietitian (M=49.00). Levene’s Test of Homogeneity of Variances was
conducted and the groups were determined to be homogenous, p=.455. See Table 7.7.

Table 7.7
FSA Overall Score by Current Position
Variable

N

FSA Mean

Std. Deviation

Nursing Assistant
Nurse
Clinical Coordinator
Expressive Arts Therapist
Social Worker
Life Enhancement Coordinator
Dietitian
Total

17
25
5
3
2
3
1
56

51.76
50.76
51.80
48.00
42.50
47.33
49.00
50.50

9.15
8.45
8.38
2.00
12.02
9.71
8.41

Age
A one-way ANOVA, with post hoc option LSD, was conducted to determine if
there was a relationship between age and overall FSA scores. Although the 36-45 year
age group had the highest average FSA score, there was not a statistically significant
difference in FSA scores based on this age grouping F(6, 55) = 1.156, p=.345. Overall,
there was no statistical difference in FSA scores for those 18-25 years old (M=48), 26-35
years old (M=49.50, SD=6.48), 36-45 years old (M=53.67, M= 9.92), 46-55 years old
(M= 52.50, SD= 7.99), 56-65 years old (M=47.00, SD= 9.13), 66-57 years old
(M=44.00, SD=3.61), or over 70 (M=49.50, SD= 2.12). Levene’s Test of Homogeneity
of Variances was conducted and the groups were determined to be homogenous, p=.162.
See Table 7.8.
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Table 7.8
FSA Overall Score by Age
Variable

N

FSA Mean

Std. Deviation

18-25
26-35
36-45
46-55
56-65
66-70
Over 70
Total

1
8
12
18
12
3
2
56

48.00
49.50
53.67
52.50
47.00
44.00
49.50
50.50

6.48
9.92
7.98
9.12
3.61
2.12
8.41

Due to the small sample size, ages were combined to create three larger groupings
to construct a more accurate test. A one-way ANOVA, with post hoc option LSD, was
conducted to determine if there was a relationship between younger adults (age 18-35),
middle age adults (age 36-55), older adults (age 56 and over) and overall FSA scores.
There was a statistically significant difference in FSA scores based on this larger
grouping F(2, 55) = 3.310, p=.044. Overall, there was a statistical difference in FSA
scores for younger adults (M=49.33, SD=6.08), adults (M=52.97, SD=8.66), and older
adults (M=46.76, SD=7.85). Middle age adults, age 36-55, had significantly higher FSA
scores than younger adults (age 18-35) and older adults (age 56 and over). See Table 7.9.

Table 7.9
FSA Overall Score by Young Adults, Adults, and Older Adults
Variable

N

FSA Mean

Std. Deviation

Younger Adults (18-35)
Middle Age Adults (36-55)

9
30

49.33
52.97

6.08
8.66
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Older Adults (56 and over)
Total

17
56

46.76
50.50

7.85
8.41

Race
A one-way ANOVA was conducted to determine if there was a relationship
between race and overall FSA scores. There was not a statistically significant difference
in FSA scores based on race F(5, 55) = .394, p=.851. Overall, there was no statistical
difference in FSA scores for those who were White (M=49.04, SD= 8.45), Black or
African American (M=51.00, SD=9.93), Hispanic or Latino (M=54.00, SD= 4.00),
American Indian Or Alaska Native (M= 59.00), Asian (M=50.00), or those who were
Other/More than 1 race (M= 47.67, SD=.577). Levene’s Test of Homogeneity of
Variances was conducted and the groups were determined to be homogenous (p=.026).
See Table 7.10.

Table 7.10
FSA Overall Score by Race
Variable

N

FSA Mean

Std. Deviation

White
Black or African American
Hispanic or Latino
American Indian or Alaska Native
Asian
Other/More than 1 Race
Total

32
16
3
1
1
3
56

49.94
51.00
54.00
59.00
50.00
47.67
50.50

8.45
9.99
4.00
5.77
8.41

Qualitative Findings
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Qualitative data were collected from 21 employee interviews, the organization’s
COVID-19 infection control policy, social media posts via Twitter and Facebook, and
eight blog posts. All 21 interview participants were female. Ages ranged from 18 to 65
years old. The primary researcher interviewed three nursing assistant, ten nurses, four
clinical coordinators, two social workers, one life enhancement coordinator, and one
registered dietitian.
Artifacts reviewed included the COVID-19 infection control policy, social media
posts via Twitter and Facebook, and eight blog posts made public during the period of
April 21, 2020 to October 23, 2020. Titles of the reviewed blog posts included: Using
music to help seniors cope with the coronavirus pandemic, Caring for someone with
dementia during the coronavirus pandemic, Tips for emotional well-being during the
coronavirus pandemic, Tips to avoid coronavirus scams targeting seniors, Five tips for a
successful reunion visit with a loved one, Improving communication for seniors while
wearing a mask, Five reasons why now is a good time to move to a senior living
community, and Coping with grief during COVID-19.
Artifacts were reviewed for content and analyzed for theory based coding.
Interviews
All employee interviews were transcribed by an outside agency verbatim,
reviewed by the primary researcher for accuracy, and entered into Nvivo. The initial open
coding process considered frequent words and concepts carefully and lead to pattern
coding which resulted in several codes such as successful aging, control, loss, mortality,
safety, and connection. These codes were then reviewed and organized during the axial
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coding process to create more structure. The primary researcher focused on the way
participants felt about themselves, and the residents they cared for, within the concept of
aging. (Saldaña, 2016). Codes were then collapsed into themes to explore concepts of
personal aging and the perceived aging of individuals in LTC (Saldaña). Thematic
analysis through the use of coded phrases (Saldaña) resulted in the final themes as shown
in Figure 7.4. The coding process was conducted by the primary researcher and reviewed
for accuracy by two secondary researchers. Codes were categorized in this three-step
process to ultimately arrive at three major themes: Compassionate Ageism, Identity, and
Ableism. All three themes contribute to meta-theme Caregiving Validation and Reward,
which is discussed below.
Figure 7.4
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While reviewing codes and considering themes for the qualitative portion of this
study, the primary researcher reviewed ageism literature in an effort to identify
appropriate descriptors for the data. Various types of ageism, such as hostile, benevolent,
implicit, and institutional were reviewed. Compassionate ageism, a term coined by
American feminist writer and activist Betty Friedan, most diligently embraced the depth
and dignity of the codes within the theoretical framework. Friedan (1993) contends that
compassionate ageism is a product of a patriarchal society which disempowers the
experiences of aging adults. Many aging organizations are actively working against
policies, such as the current COVID-19 policy, that bases regulations on the simple
application of chronological age (Harper, 2020) which can encourage compassionate
ageism.
Compassionate Ageism
The theme of compassionate ageism was constructed by collapsing codes
vulnerability, protection, and fear. Compassionate ageism is the belief that all older
adults are vulnerable and require special policies to help and protect them (Friedan,
1993). If all older adults are indeed needy and deserving of special policies based solely
on their chronological age, we are at risk of reinforcing paternalistic, patronizing, and
disempowering responses to the aging process (Friedan). Although marked by good
intentions, the desire to protect older adults can potentially frame them as victims of the
aging process. This victimization can lead to a corruption of care which, based on
statements expressed in the interviews, is not the intent of employees.
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A majority of employees interviewed expressed affection for the residents in their
care. Often, residents were referred to as “family” and HSL was called “home away from
home”. Employees were clearly comfortable in their role as caregivers and often
identified as protectors. Employees often made statements describing residents as
vulnerable. That is, many employees viewed residents as susceptible to harm, and wanted
to protect them. This need to protect was heightened by the pandemic and caused
employees to fear for resident safety. Yet, susceptibility of the residents was viewed
positively by most employees. One participant drew a similarity between the terms
“vulnerability” and “childlike” in residents with dementia, stating that they preferred to
work with residents that appeared as such. When asked why the dementia population was
their favorite to work on employee stated:
“I think because they're just so vulnerable and almost childlike. That just like I feel
a sense of protection towards them. I want to be their protector.”
Feelings of vulnerability towards residents was often accompanied by a desire to protect.
Not only did employees respond that they felt a desire to protect residents, they found
value in the role of “protector”. Some employees justified their protectiveness by
projecting gratefulness onto the residents they provided care for, stating that residents
were thankful for the protection provided by employees.
“When they feel that they're being protected, that we're watching over them, they
definitely are less fearful. You can feel the difference.”
The need to protect the residents also seemed to be heightened by fear of the current
pandemic. Fear for resident safety is not surprising considering that since the beginning
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of the pandemic, COVID-19 has been portrayed as an infectious disease that primarily
affects older adults (Ayalon, 2020). Overall, employees feared for the health and wellbeing of the residents while perceiving them as vulnerable.
Vulnerability and fear seemed to be exacerbated by the pandemic, even though not
all residents diagnosed with COVID-19 died from the virus. When asked about caring for
residents during COVID-19, an employee stated:
“I see them as even more vulnerable than I did before. They were almost like a
captive audience. There was nothing they could do. They couldn't run, they couldn't
hide and they were so dependent on us to keep them safe and that's still staying with
me.”
Residents were viewed as not only vulnerable, but also helpless. COVID-19 appeared to
increase the perception of victimization among residents. Employees feared for the
residents, which then increased the perception of resident vulnerability.
Identity
The theme of identity was constructed by collapsing codes value, compliance, and
separation. Identity refers to employees’ ideal image of who they are and who they want
to be (Meister et al., 2014). Identity is what employees want to portray to the world,
which usually comes about as they journey through life and experiences are used as
benchmarks for evaluating themselves (Meister et al.). Specifically, the theme identity
refers to ways in which employees connect with residents and the aging process, and how
this connection unconsciously impacts the employee’s sense of self. Employees valued
their roles as caregivers, preferred to work with residents who complied with the
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employee’s care efforts, and often viewed their aging journey as separate from the aging
journey of the residents they cared for.
Employees highly valued their interactions with the residents, how these
interactions translated to job skill, and how the interactions made them feel about
themselves. Interactions with residents resulted in employees receiving something of
value from the residents. For some, this was friendship.
“Once they become attached to you and feel comfortable with you talking about
things. It's almost like you gain a friend.”
Not only did employees find value in these friendly interactions with residents, they also
placed significant value on how these interactions made them feel in return.
“Every day, I sing to Irene, You Are My Sunshine and it makes me feel better. On
my worst days, I have to see Irene and sing. She used to pull my hand and say, ‘I
love you like I love the sunshine.’ To me, there's no better feeling.”
Often, caregiving is framed as a natural act of love or compassion, rather than
skilled work (Scales & Lepore, 2020). Direct care workers often report being intrinsically
motivated to pursue their work by their desire to help others (Scales & Lepore). It would
appear that not only were employees intrinsically motivated to work in LTC, but also
pursued this work for altruistic purposes. Caring for residents made employees feel good
about themselves, yet not all interactions were considered equal. Data suggests that
employees desired a specific type of care interaction.
Although a high value was placed on resident interactions, not all interactions
were valued the same. Residents were expected to respond to care efforts with patience
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and gratitude. Favorite residents were those who were able to comply with the
employee’s care exchange expectations, such as engaging positively with the employee.
When asked which type of resident they like to work with the best, most employees
stated they prefer residents who are older and confused.
“I much prefer elderly, 80s, 90s, 100s. I just like the frail and I don't know, that's
weird, but I believe my favorite is even confused.”
Resident compliance ensured that employees experienced gratification during the care
exchange and fulfilled the employee’s desire to be “needed” within that employee’s
expectations.
“The ones that really need me. The ones that can't really help themselves, but that
I can do for them. I like them the best.”
Not only did employees have a desire to be needed, they expected the care interaction to
be positive and rewarding. Many employees stated that their least favorite residents were
those who were unappreciative of the service they were providing. One employee took
negative responses to care interactions personally.
“If you're that intimate with somebody, and they are just so nasty to you, it hurts.”
Although employees desired positive interactions with complying residents, there was
also the expectation that residents be truly in need of their assistance. If a resident was
perceived to be independent, and asked for assistance, employees felt a sense of
resentment.
Even though employees placed value on positive interactions with residents, and
stated they enjoyed caring for, and spending time with, older adults, they were quick to

140

detach themselves from the residents when the topic of their own personal aging was
introduced. When asked if they would one day enter a nursing home, only 2 of the 21
employees interviewed stated they would willingly live in a nursing home. Most stated
that their quality of life was dependent on being able to stay home with their families as
long as possible.
“This is weird because it's the opposite thing, but I want one of my kids to take
care of me. I don't want to be in a nursing home at all. I just want to be home with
my family. This isn't happiness, this isn't quality.”
For others, entering a nursing home was typically associated with loss of freedom and
functioning. Many employees stated they wanted to remain social and active, something
they did not connect with living in a nursing home.
“I need to have people around, I need to go to the beach, I need to smell the
flowers, I need to sit back, and even if I'm creeping on my knees like a baby, I want
to stay home.”
Most employees expressed a need to remain happy, healthy, and surrounded by loved
ones as they age. Although employees desired positive social connections with the
residents, and many of them referred to residents as “family”, most were unable to see
themselves happily living in the same environment they enjoy working in.
“We had to stay over a couple of times during snowstorms and I remember, we
slept in some of the empty patient's rooms. I remember waking up and just looking
at those walls and thinking how horrible it would be to live here.”
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Employees detached themselves from the aging experience, specifically in the nursing
home where they worked. Even though they enjoyed working with older adults, and often
sought positive interactions, they did not look forward to aging or becoming a nursing
home resident themselves. Employees identified as “non-aging”. That is, they separated
themselves from the aging process the residents were experiencing.
Ableism
The theme of ableism was constructed by collapsing codes functional decline,
dependence, and gender. Ableism refers to attitudes in society that devalue and limit the
potential of persons with disabilities (Maybee, 2020). Thomas (1999) suggests using a
social approach to defining disability, which states that disability expresses an unequal
social relationship between those who are impaired and those who are non-impaired.
According to Thomas, disability can be considered like patriarchy, which is a form of
social oppression. Thomson-Garland (2002) addresses the gendered differences in this
oppression with FDT. Women are often ‘othered’ by society through sexism, which
creates a stigma similar to ableism (Thomson-Garland).
Considering that older adults can be discriminated against based on their lack of
abilities, not only their age, Van der Horst and Vickerstaff (2020) suggest that ableism,
differential treatment based on impairments, is indeed part of ageism. In this context,
differential treatment of older adults could be based on impairments that older people are
more likely to have, such as cognitive or physical limitations, rather than age (Van der
Horst & Vickerstaff).
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Employees expressed various levels of stigma in reference to the level of
impairments residents possessed. Stigma refers to a person having an attribute that marks
them as different, causing them to be devalued and can lead in inaccurate judgement
(Maybee, 2020). In regards to stigma, some employees expressed a distinct preference for
the more physically interactive residents.
“I don't mind if they have memory issues but I like to work with ones that are still
mobile. That can walk with a walker or ones that are in a wheelchair but enjoy
going off the unit and where we can take them outside to sit.”
The preference for working with more able bodied residents is a direct reflection of the
employee’s need for a compliant resident to provide a positive, valued interaction to
support their internal identity. Although employees stated they enjoyed helping the
residents, dependence on others was viewed as a weakness.
Often, employees expressed that a resident’s quality of life was directly related to
independence and physical and mental functioning. One’s purpose later in life was
equated with mobility and good health. Those who aged and experienced impairments,
resulting on dependence on others, would have little to no purpose in life.
“Patients who are here because of functional decline and are cognitively intact
often have a very hard time accepting that this is the last phase of their lives. The
loss of independence is very difficult for them. You see a fair amount of depression
in patients like that. People who are still purposeful, still have a purpose, and can
still get around, are usually in better shape… because they still have that
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independence. If there's one thing that older people miss, is the loss of
independence.”
Relying on others for care was viewed as a burden. In addition, employees cared for
residents so often, they assumed that residents who required more assistance felt like they
were a burden to others, resulting in a loss of self.
“That independence also helps with your self-esteem and your confidence and your
mental health because you don't want to feel like such a burden to everyone else
for them to take care of you. I think once they start slowly losing their independence,
they lose a sense of self.”
Employees often expressed sadness for residents who were completely dependent
on others for care. Residents’ quality of life was seen to be directly related to one’s level
of independence. As a resident’s dependence, or limitations, increased, it was assumed
that their quality of life decreased. In response, employees felt great sadness for the
residents.
“I just think it's really heartbreaking to me to see people be totally dependent on
all of their care from somebody else. You lose so much of your independence and I
have seen through the years, sometimes how the patients are treated as an object
sometimes by certain people.”
Employees also expressed dissatisfaction with the possibility of their own functional
decline as they age. Dependence in older age was viewed as a weakness for both
themselves and residents. Employees equated confidence, mental health, and self-esteem
with one’s ability to function. In this context, aging itself appears to be an impairment. If
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impairment is always socially located, situated in time and place, as Thomas (1999)
suggests, this could mean that the sadness employees feel for residents could be related to
ableism.
Gender of the residents also appeared to impact how employees responded to their
needs. In general, women were perceived, or expected, to be more independent than men.
For some, this was attributed to projecting the role of caregiver on female residents. One
employee stated:
“I always think women as a whole are stronger and I think that the men, a lot of
time are used to being taken care of by the women, so, I think that the women tend
to be a little more independent.”
All of the employees interviewed were female. It is possible employees projected their
own feelings and expectations of caregiving onto the female residents, resulting in an
expectation of ability. Other employees attributed this perceived independence to a need
to remain young, which could also be influenced by their own views of aging as females.
“I think women want to fight for their youth a little bit more whereas men are
more accepting of it.”
In general, female residents were perceived to be more resilient than men. It is possible
that employees assumed aging expectations based on the resident’s gender. If employees
feared their own aging, or had certain experiences with aging family members, they
might expect female residents to require less assistance than male residents.
Caregiver Validation and Reward
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All three main themes of compassionate ageism, implicit identity, and ableism
contributed to meta-theme caregiver validation and reward. See Figure 7.4. Data
suggested that when interacting with residents, employees:
h. valued their identity as an older adult caregiver,
i. viewed residents as vulnerable and sought to protect them, especially during the
COVID-19 pandemic,
j. feared for their own future limitations,
k. detached themselves from the aging process,
l. equated dependence with a decreased quality of life,
m. desired gratitude from the residents for services provided, and
n. sought approval through positive care interactions.
When employees felt needed, received gratitude from residents, and experienced the
desired positive interactions between caregiver and care receiver, employees received
validation. This validation created an environment of reward based on power dynamics
between employees and residents. Employees actively sought recognition from residents
who received care from them.
“Theoretically, you want to hear someone to say your work is worth something to them,
and that's what I hear from them sometimes. I feel really blessed when I hear one of
them thank me for the work I've given them.”
In this power dynamic scenario, it was crucial that residents fulfilled the expectation
of the employee. When asked which residents they preferred the least, employees spoke
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of residents who were younger, did not have an age related diagnosis such as dementia,
and appeared unappreciative of the care they were receiving.
Young. We get a lot of young-- we've had, like 40-50-year-old male who is quadriplegic
or paraplegic. They've had a tough life, but they're very similar. They can be, because
they're young, and though you feel for their situation, they can be draining. That's the
hardest patient. The ones that I see, they have so many other issues going on, and all
of them that I've worked with have utmost behavior, the need for a different type of
attention that you're not used to, because they're not elderly. You have to treat them in
a different way. I don't know, I just rather the elderly patient.
Most employees felt a connection with residents that fit the profile of a “typical” nursing
home resident. Preferable residents were compliant, long-living in age, and grateful for
the care provided by the employees. These residents “rewarded” employees with positive
interactions, which seemed to create a resident/caregiver co-dependence. Residents need
assistance, which is why they reside in a nursing home, and employees depend on
recognition and gratitude from this assistance to feel they are successful in their role as
caregiver. Employees perceived a bond between themselves and ideal residents.
“I've had a few patients, so I did not regard them as patient, I regard them as my
mother. That's how they treated me. They treated me like I was their daughter. They're
the ones who really make you feel happy to go in every day. They're the ones who, when
you go in, you want to see them first. You want to know what's happening to them. You
know them.”
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Overall, employees sought validation for the care provided to residents and received
reward when the care interaction met their expectations. Residents were able to provide
this desired reward by being a certain age (typically older), having an appropriate
diagnosis for their age, and responding to employees in a positive manner.
Convergence of Evidence
A major strength of case study data collection is the opportunity to use more than
one source of data to conduct an in-depth study of a phenomenon in a real world context
(Yin). The primary researcher collected data from multiple sources in an attempt to
understand LTC employees’ attitudes towards aging during a pandemic. Data sources
included a survey, interviews, and artifacts.
Artifacts
Types of artifacts collected included the COVID-19 policy and social media posts
via Twitter, Facebook, and blog posts. Social media posts can be a source of information
when evaluating concepts of ageism (Jimenez-Sotomayor et al., 2020). Blog and social
media posts ranged from September 1, 2020 to February 1, 2021. The COVID-19 policy
was an internal document made effective on March 1, 2020 and last reviewed on August
13, 2020. Artifacts were reviewed for content and analyzed for theory based coding.
Review of these artifacts allowed the primary researcher a glimpse into the culture of the
organization.
The organization hosts the Marcus Institute for Aging Research and is also a
Harvard Medical School affiliate. The institute “promotes scientific investigation that
considers the complex relationship between biological, social and psychological factors
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that influence how well we can all live as we grow older” (Marcus Institute for Aging
Research, 2021). Dr. Sharon Inouye is the director of the Aging Brain Center at the
Marcus Institute for Aging Research and authored “Creating an anti-ageist health care
system: Improving care for our current and future selves” which is cited in this
dissertation (2021).
Due to her research on ageism, Dr. Inouye was recognized as a Next Avenue 2020
Influencer in Aging “for her tireless work and passion for the health and quality of life for
older adults” (McCallum, 2020). When asked how has the COVID-19 pandemic changed
her perspective on aging, Inouye replied:
“The COVID-19 pandemic has made me acutely aware of the interconnectedness
of all of us – as individuals, across generations and across societies globally. We
are all interdependent on each other for our very safety, health and quality of life.
Thus, building an anti-ageist society will help us all, including our current and
future selves” (McCallum).
This is no surprise as COVID-19 is a topic of research and community concern for the
organization. Not only have a majority of residents been vaccinated at the time of this
writing, but the organization has also been encouraging vaccination among their
employees and the community. Several blog posts supported the COVID-19 vaccine and
working with employees to reduce fear associated with the vaccine. In addition, the
research institute is currently conducting clinical trials on reducing COVID-19 symptoms
by improving immune function. Also, a blog post entitled, “Pandemic through the eyes of
an Assisted Living Director” offered pandemic insight from a leadership point of view.
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Aside from COVID-19, the organization is active in their community and area
conferences. They have hosted several educational sessions for older adult community
members including, “One size does not fit all: How couples with varying care needs can
live their best lives”, “How to prevent malnutrition in older adults”, and “Staying safe
around the house: Tips for living independently as long as possible”. Family caregivers
also receive support from the organization. Currently there is a virtual support group for
family caregivers and a recent blog post entitled “Depression in caregivers: Caring for
yourself and your loved one” tackled the challenges of providing care for close friends
and family members.
The organization is a fixture in the community, sponsoring area conferences such
as Massachusetts’s Council on Aging, the Alzheimer’s Association’s Map Through the
Maze, The Human Brown Symposium (Aging Reimagined: A conversation about
restoring dignity and transforming healthcare for older adults in the wake of COVID-19),
and the Caring for Frail Elders Conference, where leadership plans to present on the
impact of advanced care planning during the pandemic.
In addition to providing education to the community, the U.S. News & World
Report rated the rehabilitation services units as high performing, a distinction held among
only 21 percent of skilled nursing facilities in the United States (Hebrew SeniorLife,
2020a). The organization was also honored as one of the healthiest employers of
Massachusetts by Springbuk (Hebrew SeniorLife, 2020b), a testament to their
commitment to employee wellness.
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Although a review of artifacts concluded that the organization is invested in aging
research and the quality of life and wellness for their residents, especially during the
pandemic, there was no resident perspective present in research topics, research trials,
blog posts, or community events. Topics were mostly aimed towards caregivers and
members of the community. There was no representation from current residents, or the
direct care employees that provide care, and no platform for them to share their aging
experiences, especially during COVID-19. Wellness events and blog posts targeted older
adults not yet living in LTC. Although Dr. Inouye speaks of an “interconnectedness”
required to create an anti-ageist society, and the organization is supportive of the older
adult community, LTC voices are missing from their public aging narrative. It appears
that the older adult population they mostly concern themselves with does not include
long-living adults residing in their care.
Considering the results above, data from the survey, interviews, and artifacts were
used to answer the study’s research questions.
Research Question 1
This section will examine the data collected for Research Question 1: To what
extent do ageist attitudes exist in a sample of employees in a long-term care facility?
Data for this question were collected from 55 employee surveys and 21 employee
interviews.
Some evidence was found that ageism existed in the sample of LTC employees,
but results were mixed when quantitative and qualitative data were compared. Qualitative
data provided the strongest connection that ageist attitudes exist among employees. There
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was no statistical difference in the three FSA factors, but the high antilocution scores
were supported by the interview data results.
When interviewed, employees expressed a desire to care for the residents, but
often did not consider the residents as equals. Many employees praised the positive
relationships they had with residents, but stated they would not live in a nursing home if
given the opportunity. Even though many employees prided themselves in working with
older adults in LTC, many thought the residents experienced a decrease in their quality of
life simply by being a resident. Requiring assistance with activities of daily living was
perceived to be a weakness. By detaching themselves from the residents, employees
effectively “othered” the older adult population and contributed to the current culture of
ageism in our society.
“It's very rewarding because you're helping maximize people's quality of life in
such an awful time of their lives.”
Power dynamics between the residents and employees revealed a “need to be
needed” by employees, but also a preference for residents to not complain and remain
compliant during the care process. Residents were expected to exhibit certain behaviors
such as pleasantness and gratitude. By expecting residents to be a certain age and behave
a certain way, employees exhibited ageist attitudes towards the residents. One employee
even questioned the residents’ reactions to their own aging:
“The more alert ones sometimes will complain about the aging process, believe it
or not, and all that goes with it. Then sometimes they're right, sometimes not so
much.”
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Employees tended to separate their own aging from what the residents were experiencing.
There was little acknowledgement of the fact that at some point employees could be in a
nursing home or experience other signs of aging. Many planned to control the aging
process in an effort to maximize their quality of life. The is an example of employees
“othering’ the residents and viewing the residents as different from themselves.
Research Question 2
This section will examine the data for Research Question 2: How have employee
perceptions of aging been influenced by working in a long-term care facility during the
coronavirus 2019 (COVID-19) pandemic? Data for this question were collected from 21
employee interviews and artifacts.
Compassionate ageism, under the guise of altruistic behaviors aimed towards
older adults, can often reinforce paternalistic and patronizing social care services
(Friedan). Older adults are considered a vulnerable population in the United States, which
has upheld age stereotypes of frailty and dependence (Vervaecke & Meisner, 2020).
Employees shared this view. Results showed that most employees became more
protective of residents during the pandemic, translating to an increase in compassionate
ageism among employees. Participants often mentioned the vulnerability of the residents
in the context to the pandemic.
“It was at first really scary and then I was more worried about protecting them
than protecting myself and making sure that I wasn't passing around COVID
positive to any of those residents too.”
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Stereotypes that frame older adults as dependent are dangerous as they cultivate
assumptions of high risk with aging (Vervaecke & Meisner, 2020). Policies surrounding
the COVID-19 pandemic promoted age stereotypes of frailty and dependence for the
older adult population (Vervaecke & Meisner). A general recommendation in many
countries was that older people should stay at home and avoid social contact despite
evidence that gender, ethnicity, socio-economic status, and co-morbidities would
discriminate between members of the older adult age group (Harper, 2021). The use of
chronological age as the single determinant alone encourages the stereotype that all older
adults are highly vulnerable, when older people are a very heterogeneous group (Harper).
Yet, not all residents fit the context of vulnerable during COVID-19. Some
employees were surprised by the strength residents displayed during the pandemic. This
strength specifically influenced one employee’s perceptions of the residents:
“I think they are stronger than I thought they were, and I always thought they
were strong. But some of them will say to us, like, "It'll be okay, we're going to get
through it." One did say I've been through worse. I've been through, the
depression or things like that, where we didn't know what was ahead and we did it
like, "Yes you're right, you did it."
It is possible that the experience of the pandemic allowed more employees to view
residents from a place of strength and assign them an identity other than ‘resident’. Even
though this viewpoint was not shared with many other employees, it is plausible that LTC
employees shared the same conclusion, challenging assumptions that all older adults are
frail and in need of protection. A majority of employees interviewed felt more protection
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towards residents during the COVID-19 pandemic, while a minority of employees
perceived residents as strong and resilient.
In general, it appeared that HSL, as an organization, publicly supported the older
adult population in the community, advocated for older adults to be involved in COVID19 clinical trials, and participated in research addressing ageism during COVID-19. Yet,
long-living HSL resident voices were missing from the pandemic narrative. Overall,
nursing home residents have not yet been given a public platform to speak out about their
experiences, most recently during COVID-19. As Betty Friedan argues, aging voices are
needed when engaging in conversations about aging, especially when age pertains to
policies and politics (1993). When those voices are excluded, we are at risk of projecting
a need to shelter and protect those we view has helpless or weak (Friedan). This type of
compassionate ageism is reminiscent of the old “protective” laws of the 1900’s which
sheltered women from voting, working, and participating in society as equals to men
(Friedan).
It is possible that by creating a business out of LTC and nursing home care, HSL
has encouraged a culture of protectiveness and vulnerability, which has influenced
employees’ views of aging. If so, they have effectively ‘othered’ the long-living adults
residing in LTC, specifically those receiving nursing home care.
In conclusion, employees did express ageist attitudes towards older adults and the
residents they cared for as evidenced by the study’s final mixing of data. Quantitative
data demonstrated middle age adults (age 36-55) had a statistically significant difference
in FSA scores when compared to younger adults (age 18-35) and older adults (age 56 and
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over). Qualitative data demonstrated that some employees had different expectations of
residents based on the residents’ gender, but a majority of employees expected positive
interactions when providing care for residents. Most employees also detached from their
own aging process when confronted with potentially residing in a nursing home in the
future. Comments that conveyed future attempts to control the aging process were
reminiscent of Rowe and Kahn’s successful aging model (1998) which could suggest that
employees feel residents reside in LTC due to a personal lack of effort to remain in their
home.
The final mixing of data demonstrated that ageist attitudes existed in a sample of
LTC employees, yet many valued positive interactions with the residents they cared for.
Additional research on this topic is necessary to further the current literature on ageism in
LTC and resident-caregiver power dynamic. Points of discussion are presented below.
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CHAPTER EIGHT
DISCUSSION
The research questions for this study explored long term care employees’ attitudes
towards aging and if these attitudes had been impacted by the COVID-19 pandemic.
Employees’ attitudes towards aging were primarily influenced by their relationships with
residents and their personal views on aging. The following discussion examines factors
which appear to have influenced aging attitudes among employees. The implications of
these findings for RTs and public policy are then presented. The chapter concludes with
recommendations for RTs, LTC leadership, future research and for implementing
educational experiences to positively influence employees’ attitudes toward aging.
Employee Age
Overall, there was a statistical difference in FSA scores for younger adults
(M=49.33, SD=6.08), adults (M=52.97, SD=8.66), and older adults (M=46.76,
SD=7.85). Middle age adults, age 36-55, had significantly higher FSA scores than
younger adults (age 18-35) and older adults (age 56 and over). This could be an
indication that middle age adults, at a stage closest to the older adult age bracket, are
reminded of their own mortality by working with older adults. Research has shown a
positive association between ageism and end of life anxieties (Bergman et al., 2018). In
addition, a recent study found a correlation between high death anxiety and increased
levels of ageism among nurses working with older adults (Rababa et al., 2021).
Middle age adults in this study could have also begun experiencing ageism
themselves. Chasteen et al. (2020) discovered that middle age adults, as well as older age
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adults, reported ageism in the workplace and also while seeking goods and services. It is
plausible that middle age adults are rejecting the aging process and attempting to
differentiate themselves from older adults. Middle age adults could also be making
efforts to age successfully, believing they have control over the aging process.
Power Dynamics
Results from this study suggested that employees sought positive care interactions
with residents. Most employees preferred to provide care to residents who appeared to
need assistance, were appreciative, and interacted with the employee in a positive way.
When this occurred, employees enjoyed relationships with these residents and enjoyed
caring for them on a continuous basis. Essentially, employees preferred to care for
someone who conformed to that employee’s expectations for care.
The nursing home is a controlled social environment. Residents are exposed to people
and situations chosen by leadership. Considering that health care professionals are
involved in intimate exchanges of care that include personal hygiene and body
management, it is plausible that care relationship experiences have the potential to shape
one’s perceptions of the other, which can impact the way the care is given and received
(Bondi, 2008). As such, caregiver/care receiver dynamics can be fragile and vulnerable to
negativity if the caregiver carries age bias (Drewniak et al., 2017). For example, implicit
age bias could lead to various forms of elder abuse and impact the self-esteem of the
resident.
Implications for Recreational Therapists
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As our aging society steadily grows, adults are living longer and population
distribution is shifting toward older adults (Berlinger & Solomon, 2018; Park-Lee et al.,
2012). Understanding employees’ attitudes regarding gender and age can influence future
CMS regulations and resident care standards in LTC. Currently, there is no LTC federal
or state policy which addresses potential ageist or sexist attitudes of employees. There is
no required training of LTC or health care staff to account for potential ageist beliefs.
Several areas of LTC staff training, higher education curriculum for nursing, medical,
and allied health professionals, and influence facility management and nursing home
culture.
Study results can also contribute to the profession of RT. Considering that a
majority of RTs work with older adults and are employed in LTC settings (NCTRC,
2018), the NCTRC can implement precise education and training requirements that
address ageism for several specialization areas. Not only would the Geriatrics area
benefit from specific training, but also the Behavioral Health and Physical Medicine/
Rehabilitation areas. Professionals in these areas have significant contact with older adult
and long-living clients.
Adding core competencies for RT professionals about implicit bias could not only
assist with reflexivity in practice but also decrease instances of negative care actions.
From 2010-2014 the American Therapeutic Recreation Association (ATRA) sponsored
the Geriatric Treatment Network (GTN) (Richeson & Sardina, 2017). The GTN was a
task force designed to develop professional competencies in RT (Richeson & Sardina).
Between 2010-2012 the GTN was involved with The Association of Gerontology and
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Higher Education (AGHE), a task force assembled to develop a set of interdisciplinary
competencies for health and human services professionals (Richeson & Sardina).
Although the first two standards put forth by AGHE are (1) awareness of various myths
and stereotypes related to older people and (2) recognition that ageism affects all levels
and aspects of society, current RT competencies fail to include these standards. Data
collected can potentially support the addition of the above standards to RT competencies.
Implications for Public Policy
Public policy can also be influenced by the findings in this study. As the COVID19 pandemic of 2020 continues to test countries around the globe, including the United
States, research on aging attitudes among LTC employees could be of great importance.
Ageist attitudes, without public policy intervention, could lead to neglect, or health
deterioration for many older adults (Blancato & Ponder, 2015; Officer & Fuente-Nuñez,
2018). Last year, Spain was ranked one of the world’s healthiest countries, with a robust
public health care system (Minder & Peltier, 2020). In March of 2020, dozens of long
living adults in Madrid were found dead in local nursing homes having been abandoned
by LTC employees amid the COVID-19 crisis (Minder & Peltier). Although research has
not yet provided a reason why these employees deserted their posts, one could argue that
attitudes toward aging influenced said behavior.
Given that populations around the world are aging rapidly, and the fact that we
are in the midst of a national pandemic (Leahy, 2020), an improved federal response to
ageism is necessary (Blancato & Ponder, 2015; Kellehear et al., 2019). To date, ageism
has received little attention in research and policy making (Officer & Fuente-Nuñez,

160

2018). Additional research on ageism can assist in creating and forwarding campaigns to
bring attention to negative aging attitudes in our society and around the world.
Recommendations for Recreational Therapists
Recreational therapists (RTs) have the opportunity to lead allied health and
nursing professionals regarding anti-ageism efforts in LTC. The profession embraces a
definition of health that utilizes client strengths, well-being, and self-confidence and
promotes a holistic approach to care (ATRA, 2021). Therefore, RT is well equipped to
advocate for resident voices in decision making and care practices. Shifting perspective
from “I am here to help you and I expect you to accept my help” to “I can be here to offer
help if you want it” is a way to challenge ingrained narratives of vulnerability in LTC
(Friedan, 1997) and also embrace the American Therapeutic Recreation Association’s
(ATRA) Code of Ethics (Pollock, 2018). Principles one (beneficence) and three
(autonomy) can be applied to efforts to change socioenvironmental factors leading to
perceptions of resident vulnerability in LTC. Beneficence addresses minimizing possible
harm, while Autonomy states that RTs have the duty to respect the right of each client to
make their own decisions (Pollock). CA creates a culture of harm that reinforces
antiquated and patriarchal beliefs and policies, which in turn minimize residents’
autonomy. By combatting CA, RTs are upholding both of these ethical principles.
As COVID-19 continues to impact LTC, there is an opportunity for RTs to
identify barriers to care and create policies that focus on resident individuality and
multiculturalism. As client advocates, RTs should identify issues affecting the health and
well-being of older adults, actively promote awareness of CA, and work to influence
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policy at both the local and national levels. Combatting negative age stereotyping through
advocacy work can unite policy makers, family members, and residents towards common
goals and actively prioritize the inclusion of LTC residents’ diverse perspectives. On a
professional level, RTs can educate themselves on the aging process and reflect on
implicit biases. On an organizational level, RTs can promote anti-ageism by educating
leadership and promoting mandatory anti-ageism training for all staff. Considering that
more than half of RTs work in clinical service settings that serve older adults(NCTRC,
2014), and many of them co-treat with medical and allied health professionals, an
argument can be made that anti-ageism advocacy is not only a responsibility, but also
within the RT scope of practice.
Considering the Pandemic
The failure to protect LTC residents during the pandemic is a result of the deeplyrooted devaluation of care work that occurs at the intersection of ageism, ableism,
sexism, and racism (Faghanipour, 2020). As a result, LTC residents, and the staff that
care for them, are viewed as expendable (Ehni & Wahl, 2020) which has been evident
during the pandemic. As the needs for older adults and direct care workers remain largely
unaddressed, FDT can shed light on discriminatory practices and refocus the conversation
to intersectional needs of individuals residents, not just older adults as a whole. FDT can
also encourage the value of direct care workers and the services they provide.
For example, the risk for developing a severe illness from Coronavirus disease
2019 (COVID-19) has been shown to increase with age (Richardson et al., 2020) which
has led to numerous policies based on chronological aging (Ehni & Wahl, 2020). LTC
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facilities have seen an increase in COVID-19 related fatalities (Faghanipour et al., 2020).
Yet, chronological age alone is not suitable for allocating medical care resources which
can promote age discrimination (Ehni & Wahl). As Ehni & Wahl argue: “Yes, (aging
adults) are also more at risk for severe illness from COVID-19, but by no means does this
apply equally to everyone above a specific chronological age. Those with preexisting
conditions and significant multimorbidity are particularly at risk”. The impact of COVID19 on LTC facilities is not the result of age alone, but also demographical, environmental,
and epidemiological factors (Faghanipour).
Yet, targeting nursing home residents as frail and vulnerable could be the
intention of many LTC facilities. As Betty Friedman argues, if one is intent on making a
successful career or building a lucrative business from nursing home and geriatric care,
the more helpless the population the better (1993). A group of the nation’s leading LTC
experts discussed reforms in how the United States cares for older adults in the wake of
the COVID-19 pandemic Gleckman & Favreault, 2021). Suggested improvements
included a redesign of Medicaid, well paid care workers, and reimagined nursing homes
(Gleckman & Favreault). Participants stated that the current nursing home model has
become obsolete and “postacute care and long-term care can be better provided in other
settings” (Gleckman & Favreault, p. 7) with home and community based services
(HCBS) receiving the highest support. If a shift to HCBS happens in the future, for-profit
nursing homes and assisted livings could potentially lose business.
Cultural Humility
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Cultural humility is an on-going process of holding social structures and systems
of managing resources accountable and understanding and addressing power imbalances
(Tervalon & Murray-García, 1998) which mirrors the purpose of FDT (GarlandThomson, 2002). Cultural humility should be considered as a way to understand the lived
experiences of older and long-living adults. Individuals interested in practicing cultural
humility are encouraged to commit to self-evaluation and self-critique and develop
partnerships with people and groups who advocate for others (Tervalon & MurrayGarcía). Traditionally, this process has been used to understand race and/or ethnicity.
Yet, the practice of cultural humility, which pertains to minority groups “othered” by
society, can also be applied to gender, disability, and age. The purpose of cultural
humility is to learn more about the experiences and cultural identities of others, thus
increasing the quality of interactions with patients, clients, and residents. Older age,
disability, gender non-conforming, and female are minority identities as individuals
belonging to these identities are often othered, or considered an ‘out group’, in a
patriarchal society.
FDT is well suited to support cultural humility training, education, and research in
LTC. By practicing cultural humility, practitioners can begin to reflect on their own
biases and question traditional LTC policies and regulations. As client advocates, health
care professionals have a responsibility to be mindful of potential power imbalances in
client/caregiver relationships. Reflexivity can encourage the on-going process of selfevaluation. Health care professionals should practice reflexivity to continually assess
their own attitudes toward cultural differences (Carter et al., 2020) and integrate age into
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conversations about identity and culture (Twigg & Martin, 2014).Considering that
cultural humility and FDT both seek to acknowledge and address the intersectional
identities of minority groups, FDT can assist in assessing levels of multiculturalism and
reflexivity in staff development and policy development.
Applications for LTC Leadership
There are many ways LTC leadership can work towards serving long-living adults
with less implicit bias regarding age, gender, disability, culture, and other identities and
backgrounds. Critiquing and changing how health care professionals are educated is a
great place to begin. Progress in geriatric training within curricula across various health
professions continues to lag behind need for increased aging services (Bardach &
Rowles, 2012). For example, physicians receive at least three times more medical
training focused on pediatrics than geriatrics, with many physicians receiving no formal
training in geriatrics (Bardach & Rowles; Inouye, 2021). Other examples include the
shortage of gerontological content within the U.S. nursing curricula. Dentistry lacks
national geriatric competency guidelines (Bardach & Rowles). Although most physical
therapy programs include aging content in existing courses, only 10% offer a formal
geriatrics course (Bardach & Rowles).
Limited gerontological training in various health care disciplines suggests that
health professionals are inadequately prepared to meet the needs of the older adult
population (Bardach & Rowles, 2012). Furthermore, misinformation or lack of
information about older adults and their diverse needs disseminated from a health care
profession or field of research can perpetuate the attitude that the population is
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expendable (Inouye, 2021). For example, if there is more medical information about the
pediatric age group of 0-17 than the geriatric age group of 65-100+, individuals might
deduce that the pediatric age group is more important, as more time and effort have been
put forth to study the needs of that group.
An anti-ageist, intersectional framework, which FDT provides, can shift our
health paradigm and redesign a long-term health care system that can improve health
outcomes for all identities, ensuring equitable access to health needs and removal of
outdated facility policies. In some LTC facilities, for example, residents are weighed
weekly. Although weight is intended to be used as a quality of care indicator, forced
weekly “weigh-ins” could impact resident self-esteem and eating habits, considering the
value our culture places on thinness especially for women (Corrigan, 2015). Forced
weekly weigh-ins could be considered sexist as the impact could disproportionately affect
older females, who comprise the majority of LTC residents. Also, when first entering a
nursing home, most residents are required to use a wheelchair as their mobility is
assessed. Few are cleared to walk independently. Policies such as this were developed to
ensure the safety of the resident, but instead places the resident at risk for functional
decline which can impact their overall health (Requejo et al., 2015). Restricting residents
from their preferred choice of ambulation, simply due to a facility policy that does not
consider individuals strengths, could be considered ableist. Most recently, during the
pandemic, LTC facilities imposed a blanket restriction of family visitors. In many
instances this policy was unable to protect the residents and instead left them confined,
without family advocates, which intensified isolation and loneliness (Faghanipour et al.,
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2020). Assuming that all residents are at risk of contracting COVID-19 due to their age
could be perceived as ageist. The examples above highlight policies intended to keep
residents safe, yet instead have placed their autonomy and wellness at risk. Recognizing
the unique situations of each individual, and coordinating care to enhance strengths, not
aging stereotypes, will increase the quality of life for residents in LTC.
Limitations
There are several limitations which impacted the results of the study. First, the
sample size limited the ability to detect differences statistically. Also, study participants
were from the Boston, MA area so we would be unable to assume that the results could
be replicated in other areas of the country. Further research should include a higher
number of participants and participants from other areas of the United States.
Second, The FSA provided no context for understanding scores. Conclusions were only
able to be made through statistical differences in mean scores. Also, the FSA did not
acknowledge gender. Statements scored were subjective and were not created in respect
to men or women. Due to this, it is unclear if participants are completing the FSA while
referring to men or women. After further investigation, the primary researcher was unable
to find an instrument that measured aging attitudes with context for scoring or in context
of gender. Future studies could work to develop an instrument with detailed scoring and
one that addresses differences in gender. It is plausible that attitudes toward aging can be
different when referring to one’s gender.
Lastly, the primary researcher was unable to conduct observations due to COVID19 restrictions in the facility. Considering that participant perspectives provided through
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interviews and surveys are limited by their self-reported nature (Yin, 2018), Participating
in overt observations would have allowed the researcher to collect objective data. Studies
have suggested that language can be a powerful transmitter of age-based stereotypes
(Lagacé et al., 2012; Nussbaum et al., 2005). Future research focused on observing
language used by employees to communicate with residents, along with the employee
action (i.e. hand on shoulder, feeding, weight or medication management), could
contribute to an overlooked area in anti-ageism research.
Future Research in LTC
It may appear that shifting aging conversations from topics of frailty and social
exclusion to topics of identity and culture derail us from traditional gerontology focused
on the inequitable politics of aging (Twigg & Martin, 2014). Yet, including cultural
humility in gerontology allows us to examine how new social movements also apply to
age (Twigg & Martin). Explicit ageism, such as fictional and/or media representation that
teach people to fear aging, exists within our culture, which was evident during the current
pandemic (Twigg & Martin). COVID-19 not only highlighted existing age discrimination
and racial health disparities in the United States, but also unveiled a deep-seeded culture
of dread surrounding the aging process.
The use of FDT in health care policy development, resource management, and
research can address the national systems which failed to plan adequately for the LTC
sector during the COVID-19 pandemic (Faghanipour et al, 2020). As a result of the
pandemic, it is anticipated that the nursing home model is likely to undergo substantial
changes (Gleckman & Favreault, 2021). FDT can be used to launch this change in LTC
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through reflexivity, cultural humility, and the prioritization of older adult and long living
adult voices and intersectionalities in research. Understanding residents’ perceptions of
themselves and how LTC regulations impact their sense of self is a step towards holding
LTC systems and policies culturally accountable and making necessary changes to
benefit the well-being of clients.
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CHAPTER NINE
CONCLUSION
The findings in this study indicate possible ageist attitudes among a small sample
of LTC employees. Although quantitative found very little statistical evidence of ageism,
qualitative data revealed evidence of compassionate ageism. Many employees perceived
residents as vulnerable and the need to protect residents was heightened by the current
pandemic. Employees also assigned differing aging expectations based on a resident’s
gender. Women were expected to remain more independent while they aged while men
were expected to require more assistance. Negative aging attitudes and gender stigma of
aging portrayed in this study could be influenced by personal or cultural experiences,
societal expectations, organizational values, and/or implicit age bias. More research is
needed to understand the origins and depth of ageism and gender stigma in LTC.
Results from this study have allowed me the opportunity to reflect on not only my
career as a recreation therapist in LTC and higher education, but also the LTC industry
and my role in perpetuating compassionate ageism. Like many employees in this study, I
enjoyed working with older adults for benevolent reasons and personal benefits. I was
entertained by the stories residents shared and relished connections that resulted in
positive work experiences. As a member of a leadership team, I helped create blanket
policies that were intended to protect residents, but instead, placed limitations on
individual strengths and abilities.
Through this research I have come to question the current model of LTC services
and the perceived need for institutionalized care services for older adults. Even nursing
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homes which embrace a person-first philosophy of care still perpetuate the narrative that
older and long living adults are in need of institutionalized care and protection. In
essence, the current nursing home model of care contributes to the dependency for which
necessitates an altruistic employee culture, creating a divide between the aging
experiences of residents and employee expectations of aging.

The current pandemic has brought attention to the global issue of ageism, the lack
of cultural insight in proving LTC services, and how this deficit impacts older and long
living adults’ care needs. Now is the time to reimagine nursing homes and the delivery
and financing of LTC services by creating a national conversation about how funding and
education can support true patient centered care. Considering that a large portion of RTs
work with the older adult population (NCTRC, 2014), it is imperative that our future
professionals are not only aware of implicit ageism, but take proactive action. Currently,
no allied health professions require fieldwork or classroom study in the area of
gerontology. RT’s could place themselves at the forefront of anti-ageism work by
requiring a course in gerontology to meet certification and professional standards. I plan
to dedicate the remainder of my career to researching improvements to the LTC system,
advocating for aging education requirements in the RT profession, and educating students
and professionals on the importance of supporting and maintaining an anti-ageist and
anti-ableist culture in order to increase equity and quality of life for residents.
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Appendix A
Mixed Methods Embedded Single-Case Study Design
Quantitative Phase

Qualitative Phase

Data Collection:
Fidelity Protocol
Purposeful Sampling
Web-based Survey FSA, demographics

Data Collection:
Fidelity Protocol
Purposeful Sampling
Artifacts
Interviews

Quantitative Data Analysis
SPSS Software:
Descriptive statistics

Qualitative Data Analysis
NVivo Software: coding and
thematic analysis
Artifact review, Interview
transcriptions
•

Interpretation

•
•

Side-by-side
Comparison
Triangulation Coding
Merge results and
decide on criteria for
themes

Comparison
and
Interpretation
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Interpretation

Appendix B
Interview Guide
1. Thirty minutes before the phone interview:
a.
b.
c.
d.

Find a quiet space
Ensure you have all equipment
Set up all equipment
Review the interview questions
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Interview Questions

Response Notes

INTRODUCTION
“Good morning/afternoon. Thank you for agreeing to be
interviewed. My name is Tarah Loy, and I’m a doctoral
student at Clemson University. I am here to ask you a few
questions about your opinions and experiences working
with older adults in the nursing home. In conjunction with
this interview, I will also observe interactions between
employees and residents. All of your answers will be
recorded but will be kept strictly confidential. No
judgements will be made toward interview answers or
observations. This research simply aims to understand your
feelings toward aging and the residents your work with.
Please be as candid as possible. No one other than myself
and my transcriptionist will hear your responses. Do you
have any questions? Shall we begin?”
•

This study has been explained to you and you have
agreed to participate. Is that correct?

GRAND TOUR QUESTION
“Please describe what it is like to work with the residents at
this facility. Feel free to provide stories and examples, using
as much detail as possible.”
Grand tour follow-up example prompts:
• What did you mean when you said ________
• Can you describe that more in detail?
• Can you tell the story of what led up to that

incident?
• Please tell me more about that.
• How did you feel when the client did

that? …. Why
do you think you felt that way?...What did you do
when the client did that?

CAREER
“Tell me about your career”
•
•

What is your role/title?
How did you get into this career path?
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Participant # ________
Date: ______________

•
•
•
•

How long have you worked here? How long have you
worked in LTC?
Why did you decide to work here?
What is it like to work at this specific facility?
How would you describe your direct interactions with
residents? Overall, how do you feel about the residents
living here?
1. What type of resident do you like to work with
the most? (and why)
2. What type of resident do you like to work with
the least? (and why)

AGING
“Let’s talk about aging”
•
•

•
•

If you had to divide residents by age group, how would
you do that?
1. Why did you divide them that way?
How would you describe the aging process?
1. How does that process impact your work?
2. How does that process impact residents’ abilities
and independence?
3. Would you consider any of the residents
disabled? Why?
How does the aging process of these residents seem to
compare with other people you know outside of the
facility?
What do you think this aging process will mean to you as
an individual as you age?
1. Will you ever enter a nursing home? Why or why
not?

2. What do you think has influenced your
opinions towards aging?
3. How do you think your feelings towards age
and aging compare with other employees
here? Can you give me an example?
GENDER
“Let’s talk about gender.”
•
•
•

How do you think aging is impacted by the gender of the
resident?
What is it like to work with the male residents here?
1. How do you address the men when you see
them?
What is it like to work with the female residents here?
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•
•

2. How do you address the women when you see
them?
What similarities and differences do you find between
working with older men and women?
How do you think other employees approach residents
based on the residents’ gender?

ABILITY
“Tell me what residents are able to do.”
•
•
•
•

How many of the residents here have a disability?
How does a resident’s ability impact what they are able
to do and the choices they make?
What types of choices do residents make on a daily
basis?
How do you feel about _____ choice?
Do you ever have to make a decision for a resident?
1. What types of circumstances?
2. How do you make the decision?
3. What do you do when a resident chooses an
option that you don’t think is in their best
interest?
1. Can you please give an example?
2. Do you feel like you are being supportive
in their decision making?

COVID-19
“Tell me what it is like to work in long-term care during the
current pandemic.”
•
•
•
•
•
•

Has your perception of aging changed (if at all)?
Over the past few months, what kind of care have you
been providing?
How much direct contact do you currently have with
residents?
How has the care you usually provide changed (if at all)?
Has your perception of residents changed (if at all)?
Has your perception of your job changed (if at all)?

WRAP-UP
“Is there anything that we haven’t talked about that you
would like to discuss?”
”Thank you for talking with me and sharing your
experiences.”
**Give your contact info.
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Researcher initials: ________

Appendix C
Interview Fidelity Protocol

Participant ID: _______________________________
Item
No.

Action Item

1

Have you confirmed your
interview date and time with the
participant?
Have you reviewed the interview
questions?
Is equipment (including back up)
fully charged and working?
(audio, laptop)
Do you have a notebook and
pen/pencil?
Do you have the interview
question sheet?

2
3

4
5

Yes
(initial)

Date: __________________
No

Do so now

Do so now
Charge equipment

Locate
Locate

Complete the following checklist immediately following the participant interview:
Date: _________________________________
Item
No.

Action Item

1

Download data to laptop

2

Charge all devices (including
back up)

3

Complete researcher notes
including reflexive summary
Ensure that researcher artifacts
are legible

4

Yes
(initial)
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Notes

Appendix D
Information Session Protocol
Employee Information Session – (6:30 am, 2:30 pm, 10:30 pm)
Meetings will occur over Zoom due to social distancing regulations.
“Good morning/afternoon. My name is Tarah Loy, and I’m a doctoral student at
Clemson University. I am here because I am interested in exploring LTC employees’
attitudes toward aging. Hebrew SeniorLife has given permission for me to conduct
research and for you to participate. All employees are welcome to be part of this
research. If you do decided to participate you will be entered into a raffle to win one of
four $50 gift card to (TBA).” (Show/refer to informed consent).
To be part of this research you will be asked to:
1. Complete a short survey about aging,
2. Engage in a 20-30 minute phone interview with the secondary researcher (during an
approved break time or at your convenience), and
3. Allow permission for observations during your shifts (once social distancing regulations
have been lifted).

The number of times your name is entered into the drawing depends of your level of
participation. If you complete the survey, your name will be entered once. If you complete
the survey and an interview, your name will be entered twice. If you complete the survey,
an interview, and allow researchers to observe you in common areas of the nursing
home (after social distancing regulations have been lifted) your name will be entered
three times.
All information will be kept confidential. HSL will not have access to the study records.
Are there any questions?
1. Answer all questions
2. E-mail informed consent/ survey link and contact information
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Appendix E
Informed Consent
Exploring Long-term Care Employee Attitudes Towards Aging Residents
Information about being in a research study
KEY INFORMATION ABOUT THE RESEARCH STUDY
Tarah Loy is inviting you to volunteer for a research study. Tarah Loy is a doctorate
candidate at Clemson University. To participate in this study, you must be a full-time
employee of Hebrew Senior Life (HSL) and 18 years of age or older. You may not be a
volunteer, resident, or family member.
Study Purpose: The purpose of this research is to understand attitudes about aging and gender
among long-term care employees.
Voluntary Consent: Participation is voluntary and the only alternative is to not participate.
You will not be punished in any way if you decide not to be in the study or to stop taking part
in the study.
Activities and Procedures: Your part in the study will be to (a) complete the Fraboni Scale of
Ageism and other demographic questions in an on-line survey, and (b) participate in a thirty
minute audio recorded phone or virtual interview. You are not required to participate in both
activities of this study, but participation in both activities will result in a higher chance for
reward. You can choose to only participate in the survey portion of this study.
Participation Time:
On-line Survey: up to 15 minutes
Optional Interview: up to 30 minutes
For a total of 45 minutes if you choose to participate in both components
Risks and Discomforts: We do not know of any risks or discomforts to you in this research
study.
Possible Benefits: You will have the opportunity to share your thoughts on aging and gender
and will also contribute research to the fields of recreational therapy and gerontology.
EXCLUSION/INCLUSION REQUIREMENTS
You must be a an employee of HSL and 18 years of age or older. You may not be a
volunteer, resident, or family member.
INCENTIVES
If the survey reaches a 30% participation rate, all employees invited to participate in this
study will be automatically entered into a raffle to win a $50.00 Target gift card. Participants
who also agree to a 30 minute interview will receive a $10.00 Target gift card at the
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completion of the interview.

AUDIO/VIDEO RECORDING AND PHOTOGRAPHS
Interview sessions will be audio recorded to ensure the accuracy of comments during
transcription and analysis. An outside transcription service will be utilized. Data management
of the recordings is detailed below.
EQUIPMENT AND DEVICES THAT WILL BE USED IN RESEARCH STUDY
Audio recording devices will be used during interviews
PROTECTION OF PRIVACY AND CONFIDENTIALITY
The results of this study may be published in scientific journals, professional publications, or
educational presentations.
Participants will be assigned a random number prior to completion of the survey that will link
their information to this number. Researchers will not be able to identify the participant once
data analysis begins.
Participant information will be kept confidential and protected in the following ways: (a)
hard copies of the transcribed interviews will remain with the researcher (Tarah Loy) and will
be stored in a locked cabinet in their locked office, (b) electronic data including survey
results, transcribed interviews, and notes will be saved on an encrypted external storage
device and stored in the locked cabinet during non-use, (c) audiotapes will also be stored on
the storage device in the locked cabinet, and (d) random numbers will replace participant
names to prevent participants from being identified.
Only Tarah Loy will have access to the identifiable data.
Identifiable information collected during the study will be removed and the de-identified
information will not be used or distributed for future research studies.
CONTACT INFORMATION
During the study, If you have any questions or concerns about your rights in this research
study please contact Tarah Loy at (603) 548-5438, or tloy@clemson.edu.
An institutional review board (IRB) is an independent committee established to help protect
the rights of research participants. If you have any questions about your rights as a research
participant, and/or concerns or complaints regarding this research study, contact:
By mail:
Study Subject Adviser
Advarra IRB
6940 Columbia Gateway Drive, Suite 110
Columbia, MD 21046
·
or call toll free: 877-992-4724
·
or by email:
adviser@advarra.com
Please reference the following number when contacting the Study Subject Adviser:
Pro00045334.
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CONSENT
By participating in the study, you indicate that you have read the information written above,
been allowed to ask any questions, and you are voluntarily choosing to take part in this
research. You do not give up any legal rights by taking part in this research study. You may
quit the study at any time without penalty.
Please click “Yes, I give my consent to be in this study” if you agree with the statement of
consent.
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Appendix F
Participant E-mail Correspondence
Subject Line: We need YOU to talk about gender and aging in long-term care!

Selected Hebrew SeniorLife employees are invited to
participate in a research study on gender and aging.
The purpose of this research is to better understand staff
attitudes towards aging, and how (if at all) these attitudes
have been impacted by COVID-19. This is a wonderful
opportunity for front-line staff to be represented in current
aging research! Let your voices be heard!
Tarah Loy is a doctoral student at Clemson University searching for individuals
willing to complete a brief on-line survey and possibly a 30 minute phone/Zoom
interview. If we reach a 30% response rate for the on-line survey, ALL staff
invited to participate in this study will be entered into a raffle to win a $50.00
Target gift card! In addition, each employee willing to participate in a 30 minute
interview (via phone or zoom) will receive a $10.00 Target gift card at the
conclusion of interview!
What are you waiting for?
Click on the survey link below or attend the Zoom meeting next week for more
information.
An information session will be held August 26th at 6:00 pm over Zoom. This is an
opportunity to meet Tarah and ask any questions in person.

There is no charge to participate in this study.
All participant information will be kept confidential.
Your decision to participate or not participate has no impact on
your employment at Hebrew Senior Life.
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For more information about this study, please contact Tarah Loy, PhD
Candidate, at tloy@clemson.edu or (603) 548-5438.
Thank you for considering being a part of this study!
Survey Link:
https://clemson.ca1.qualtrics.com/jfe/form/SV_eW3i0WumYbCtXNj
Zoom Meeting Link:
https://regiscollege.zoom.us/j/93524543459?pwd=NjM1eUl3SXlRcFhNN0tPUWh
JU1B6UT09
Password = HSL
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